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MEMO FROM THE PUBLISHER 


Dr. THomas Mov’s arTicte, “Therapeutic Problems in Urinary 
Tract Infections,” this month shifts the sponsorship of GP’s 
**Practical Therapeutics” department from the far west to the 
eastern seaboard. After careful study, the Publication Committee 
selected the University of Rochester School of Medicine as spon- 
sor of the 1955-1956 series. The twelve-feature series on recent 
developments in therapy contributed by the University of Cali- 
fornia School of Medicine closed with the June issue. 

The subjects for the forthcoming series were selected by Dr. 
Gordon D. Currie and other Rochester faculty members in a 
meeting with .GP’s medical editor, Dr. H. H. Hussey. Dr. 
Currie will act as faculty coordinator and will also contribute 
an article under the title “The Practical Approach to Hyper- 
tensive Therapy.” 

As the series is developed, there will be frequent conferences 
between GP’s medical editors and the Rochester faculty. These 
are planned to help maintain balance and continuity in the 
year’s series. The talents of medical artists working under the 
direction of Associate Professor Natt C. Jacobs will be com- 
bined with those of GP’s art staff to illustrate papers prepared 
by members of the Rochester faculty. As always, art will be 
employed as a “teaching aid” to make the scientific informa- 
tion presented in the articles more easily digested. 

The University of Rochester School of Medicine is an inte- 
gral part of a modern medical center which also includes the 
University’s Strong Memorial Hospital and the very closely af- 
filiated Rochester Municipal Hospital. The 30-year-old school 
is one of the country’s youngest medical teaching institutions. 
Starting with a class of 22 students in 1925, the School of 
Medicine now has 878 students. Classes are limited to a maxi- 
mum of 70 students and emphasis has always been placed 
on student teaching as well as postgraduate training and re- 
search. As a result, Rochester now ranks fourth in the country 
in the number of graduates currently filling professorial positions. 

GP is deeply grateful for the cooperation of the leading medi- 
cal schools which have assisted in the preparation of GP’s 
‘Practical Therapeutics” section. The forthcoming series will 
continue the high level of quality established by the teaching 
faculties of other outstanding medical schools who have spon- 
sored the section. The renowned teachers who have assumed 
responsibility for the five previous 12-article series have made a 
rich contribution to current medical literature. To the faculties 
of Jefferson Medical College, Northwestern University Medical 
School, Georgetown University School of Medicine, Duke 
University School of Medicine, and the University of California 
School of Medicine, we offer thanks and appreciation. And to the 
University of Rochester School of Medicine we extend a happy 
welcome to this distinguished company. —M.F.C. 
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Cohen, I.M.: Am. ].M. Sc. 229:355 (April) 1955. 


*‘Thorazine’ Hydrochloride is available in 10 mg., 25 
mg., 50 mg. and 100 mg. tablets; 25 mg. (1 cc.) and 
50 mg. (2 cc.) ampuls; and syrup (10 mg./5 cc.). 


Additional information on ‘Thorazine’ is available on request. 


Smith, Kline & French Laboratories. 
1530 Spring Garden Street, Philadelphia 1 


*T.M. Reg. U.S. Pat. Off. for S.K.F.’s brand of chlorpromazine. 


GP Volume XII, Number! 


NH 
— 
; 
= 


National Officers, 
Commissions and Committees 


THE AMERICAN ACADEMY OF GENERAL PRACTICE 


President, Joun R. Fow er, M.D., Fowler Clinic, Barre, Massachusetts 


President-elect, JouN S. DE Tar, M.D., 55 West Main, Milan, Michigan 

Vice President, Matcom E. PHELps, M.D., 203 South Macomb, El Reno, Oklahoma 

Chairman of the Board, Maucom E. Puetps, M.D., 203 South Macomb, El Reno, Oklahoma 

Treasurer, U. R. BryNeR, M.D., 508 East South Temple Street, Salt Lake City, Utah 

Executive Secretary and General Counsel, Mac F. CaHAL, J.D., Broadway at Thirty-fourth Street, Kansas City 11, Missouri 
Speaker of the Congress of Delegates, James D. MurPHy, M.D., 1556 West Magnolia, Fort Worth, Texas 


Board of Directors 


Vice Speaker of the Congress of Delegates, Daryi P. Harvey, M.D., 416 West Cherry Street, Glasgow, Kentucky 


D. Wuson McKin1ay, M.D., 520 West Garland, Spokane, Washington 


Cuartes C. Cooper, M.D., 322 Hamm Building, Saint Paul, Minnesota 
Fount RicHarpson, M.D., 316 West Dickson Street, Fayetteville, Arkansas 


Frep H. M.D., Chickamauga, Georgia 


Artuur S. Hains, M.D., 1680 Washington Road, Pittsburgh, Pennsylvania 


Joseru Linpner, M.D., 3405 Clifton Avenue, Cincinnati, Ohio 


Wu M. Sprout, M.D., 912 Equitable Building, Des Moines, Iowa 
Cyrus W. ANDERSON, M.D., 224 Republic Building, Denver, Colorado 


E. I. BauMGARTNER, M.D., 25 Alder Street, Oakland, Maryland 


expire 1958 


Terms expire 1957 


expire 1956 


Wu B. Hitpesranp, M.D., Immediate Past President, 216% Main Street, Menasha, Wisconsin 


Italics denote new members appointed by the Board of Directors at its May meeting. 


Executive Committee: Matcom E. Puewps, M.p., Chairman, 203 
South Macomb, El Reno, Okla.; Joun R. Fow er, M.p., Barre, 
Mass.; Cyrus W. Anderson, M.D., Denver, Colo.; U.R. Bryner, 
M.D., Salt Lake City, Utah 


Finance Committee: U. R. Bryner, M.D., Chairman, 508 East South 
Temple Street, Salt Lake City, Utah; Avpert E. Rirt, M.D., Saint 
Paul 4, Minn.; Howard J. Farmer, M.D., Saint Johnsbury, Vt. 


Publication Committee: JoHN F. MosHeRr, M.D., Chairman, Church 
Street, Coeymans, N.Y.; Wutiam E. Lotreruos, M.D., Jack- 
son, Miss.; Danie, M. Rocers, M.D., Wenham, Mass.; E. R. 
Cox, M.D., Dallas 14, Tex.; Keith Hammond, M.D., Paoli, 
Ind.; Matcom E, Puetps, M.p., (ex officio), El Reno, Okla., 
U. R. Bryner, M.D., (ex officio), Salt Lake City, Utah 


Commission on Education: Joseph Lindner, M.D., Chairman, 3405 
Clifton Avenue, Cincinnati 20, O.; Raymond S. McKeeby, M.D., 
Binghamton, N.Y.; E. Sinks McLarty, M.D., Galveston, Tex.; 
Horace W. Eshbach, M.D., Drexel Hill, Pa.; Loren G. SHROAT, 
M.D., Seattle, Wash.; Carteton R. Smiru, M.D., Peoria 5, Ill.; 
Robert A. Davison, M.D., Memphis, Tenn.; Jesse D. Ristnc, 
M.D., Kansas City 12, Kan.; Arpert S. Drx, m.D., Mobile, 
Ala.; Anronio J. Franzi, M.p., San Francisco 2, Calif. 


GP July 1955 


Commission on Hospitals: Charles C. Cooper, M.D., Chairman, 322 


Hamm Building, Saint Paul, Minn.; Amos N. Johnson, M.D., 
Garland, N.C.; Richard P. Bellaire, M.D., Saranac Lake, 
N.Y.; James M. Perkins, M.D., Denver 2, Colo.; Artuur S, 
Haines, M.D., Pittsburgh 28, Pa.; Watton C. Finn, M.D., 
Tucson, Ariz.; Jay B. Price, m.p., Cleveland, O.; Joun G. 
Wats, M.D., Sacramento, Calif.; MarsHatt O. Hart, m.p., 
Tulsa 5, Okla.; Clarence R. Brott, M.D., Beatrice, Neb. 


Commission on Legislation and Public Policy: Cyrus W. Anderson, 


M.D.; Chairman, 224 Republic Building, Denver, Colo.; Fount 
Richardson, M.D., Fayetteville, Ark.; Carlos E. Fuste, Jr., 
M.D., Alvin, Tex.; Robert McC. O’Brien, M.D., Spokane, Wash. ; 
Merrit M. Cross, m.D., Silver Spring, Md.; Cuarurs K. 
Rose, Jr., M.p., Allentown, Pa.; Watrer L. Portreus, M.D., 
Franklin, Ind.; Harry T. SournwortH, M.D., Prescott, Ariz. ; 
I. Swett, M.D., Island Falls, Me.; R. B. Rosins, M.p., 
Camden, Ark. 


Commission on Membership and Credentials: William M. Sproul, 


M.D., Chairman, 912 Equitable Building, Des Moines, Ia., 
Kenneth Glover, M.D., Mount Vernon, Mo.; Arthur P. Reding; 
M.D., Marion, §.D.; John W. Atkinson, M.D., Gretna, La.; 
Eart D. McCatuster, M.p., Columbus, O.; Jack M. Partain, 


11 


| 
| 
| 
| | 
i 4 
q 
Officers 
| 


Ointment 
FOR ALL usual topical bacterial infections 


brand 
Polymyxin B —Bacitracin—Neomycin 


ANTIBIOTIC OINTMENT 


Streptococci 
Staphylococci 


Clostridia 

‘Aerosporin’® 

(Polymyxin B) Sulfate* 

for Ps. aeruginosa and other gram- 
negative bacilli, 


Corynsbacteria 


Spirochetes 


Bacitracin 
for Streptococci, Staphylococci 
and other gram-positive organisms, 


Mycobacteria 
Escherichia sp. 


Aerobacter sp. Neomycin 


for Pr. vulgaris and other organisms, 


oeamenens both gram-positive and gram-negative, 


Hemophili 

in a special petrolatum base. 
Proteus sp. 
Pseudomonas sp. 
BURROUGHS WELLCOME & CO. (U.S.A.) INC., Tuckahoe 7, N. Y. 


GP Volume XII, Number 


Tubes of % oz. with applicator tip. 


*U. S. Patent No. 2,565,057 


> 
Neisseria 
4 
12 
é e 


M.D., San Antonio, Tex.; D. Witson McKintay, M.D., Spokane, 
Wash. ; R. ADELAIDE Draper, M.D., Dorchester, Mass. ; Frep H. 
SimonTON, M.D., Chickamauga, Ga.; Dantet Betz, m.p., Los 
Angeles 8, Calif. 


Committee on Scientific Assembly: E. [. Baumgartner, M.D., 
Chairman, 25 Alder Street, Oakland, Md.; Robert F. Purtell, 
M.D., Milwaukee, Wis.; John R. Bender, M.D., Winston-Salem, 
N.C.; Josep S. M.p., Milwaukee, Wis.; Louts H. 
Werner, M.D., Philadelphia, Pa.; Francis P. RHOADES, M.D., 
Detroit 2, Mich. 


Committee on Constitution and By-Laws: CuHartes N. WyatTT, M.D., 
Chairman, 301 East Coffee Street, Greenville, S.C.; Grorce L. 
Tuorps, M.D., Wichita 10, Kan.; Robert D. Millard, M.D., 
Honolulu, T.H.; George H. Alexander, M.D., Forsyth, Ga.; 
Robert E. Heerens, M.D., Rockford, Ill.; Edmund L. Douglass, 
M.D., Groton, Conn. 


Liaison Committee on Voluntary Prepaid Medical Care: Francis T. 
Honces, M.b., Chairman, 2299 Nineteenth Avenue, San Fran- 
cisco 19, Calif.; Clark Bailey, M.D., Harlan, Ky.; Robert W. 
Kullberg, M.D., Portland, Ore.; Charles L. Farrell, M.D., 
Pawtucket, R.I.; H. Thomas McGuire, M.D., New Castle, Del. 


Liaison Committee on Rural Health: Frep A. HuMPHREY, M.D., 
Chairman, Box 113, Fort Collins, Colo.; Jra L. Hancock, Jr., 
M.D., Creeds, Va.; Leland S. Evans, M.D., Las Cruces, N.M.; 
James A. Cosgriff, Sr., M.D., Olivia, Minn.; S. S. Kety, M.D., 
Picayune, Miss.; Carl D. Lusty, M.D., Meridian, Idaho; John R. 
Rodger, M.D., Bellaire, Mich. 


Building Committee: JoHN R. Fow.er, M.D., Chairman, Fowler 
Clinic, Barre, Mass.; W. A. BuECHELER, M.D., Syracuse, N.Y.; 
M.B. CasesorT, M:D:, Kansas City, Mo.; Cuartes NELson, 
M.D., Beverly Hills, Calif.; M. C. Wicinton, Hammond, 
La.; Aaron M.D., Newark, N.J.; W. B. Watton, 
M.D., Belleville, Ill.; C. W. Anderson, m.p., Denver, Colo.; 
Grorce H. Lemon, M.D., Toledo, O. 


Committee on Insurance: Eart C. Van Horn, M.D., Chairman, 
4843 Reading Road, Cincinnati, O.; Norman F. Coulter, M.D., 
Orlando, Fla.; George E. Burket, Jr., M.D., Kingman, Kan.; 
S. A. Garlan, M.D., New York City, N.Y.; Harry R. Soltero, 
M.D., Billings, Mont. 

Mead Johnson Scholarship Award Committee: M. B. GLIsMANN, 
M.D., Chairman, 1019 North Lee, Oklahoma City 3, Okla.; 
John E. Foster, M.D., Lineville, Ala.; Marjorie E. Conrad, M.D., 
Wilmington 3, Del.; Ralph E. Cross, M.D., Johnson City, Tenn.; 
Richard R. Chamberlain, M.D., Maplewood, N.J.; Frank D. 
McCarthy, M.D., Sioux City, Ia. 


M & R Award Committee: Herbert W. Salter, M.D., Chairman, 
4900 Euclid Avenue, Cleveland 3, O.; Jason P. Sanders, M.D., 
Shreveport, La.; Elmer C. Texter, M.D., Detroit 13, Mich. 


Liaison Committee on Civil Defense: Wituiam F. Putnam, M.D., 
Chairman, Lyme, N.H.; John O. Milligan, M.D., Seattle, 
Wash.; Stanley L. Hardy, M.D., Las Vegas, Nev. 

Committee on 1956 State Officers’ Conference: Donatp H. Kast, 
M.D., Chairman, 720 Bankers Trust Building, Des Moines 9, 
la.; H. Marchmont Robinson, M.D., Secretary, Chicago, IIl. 


Residency Review Committee for General Practice: WILLIAM J. SHAW, 
M.D., Lee Hospital, Fayette, Mo.; Jesse D. Risinc, M.p., Kansas 
City 12, Kan.; Louis F. RrrretMeyver, JR., M.D., Memphis 3, 
Tenn. 


Joint Committee on Industrial Medicine (liaison): Thomas H. Blake, 
M.D., Saint Albans, W. Va.; Lester D. Bibler, M.D., Indianapo- 
lis, Ind. 


GP July 1955 


“,.. Unique blood-clotting faculty, acting 
promptly...will often obviate the use 
of transfusion....Preoperatively tends 
to reduce blood loss and to facilitate 
surgical procedures....Over an eleven- 
year period no untoward effects....”* 


KOAGAMIN is a parenteral hemostat 
containing oxalic and malonic acids in 
aqueous solution. Supplied in 10-cc. 
diaphragm-stoppered vials. 

* Joseph, M.: Am. J. Surg. 

87:905, 1954. 


CHATHAM PHARMACEUTICALS, INC. 
Newark 2, New Jersey 04654 


13 


7 
j 
# 
7\\¥ 
| 
| 
| 
conclusions from 
case 
" 
| 


IN THE PATIENT WHO FAILS 


TO RESPOND TO SALICYLATES ALONE 


IN THE PATIENT WHO NEEDS LONG-TERM 
MANAGEMENT OF RESIDUAL 
SYMPTOMS AFTER 


ACTH THERAPY 


Each Armyl + F capsulette contains: 
Compound F (hydrocortisone-free 

alcohol) 
Potassium Salicylate (5 grains) 
Potassium Para-aminobenzoate 

Ascorbic Acid 


Bottles of 50 capsulettes 


hy 
i 
| 
5 


This Month’s Authors 


Charles H. Brown, M.D., makes his second appearance in GP with his article 
on “The Diagnosis of Jaundice.” Dr. Brown, who is associated with the Cleveland 
Clinic and the Clinic Hospital in Cleveland, Ohio, is a fellow of the American 
College of Physicians and a member of the American Gastroenterological Associa- 
tion. He took his medical degree at Rush Medical College in Chicago, then served 
internship and residencies both in medicine and in gastroenterology at the Henry 
Ford Hospital, Detroit, before joining the famous Cleveland group. He has 
authored many articles in his specialty. 


A. Henry Clagett, Jr., M.D., author of “Some Common Complications o 
Myocardial Infarction,” is chief of the cardiovascular section of the Memorial 
Hospital in Wilmington, Del., and a past president of the Delaware Heart Asso- 
ciation. Dr. Clagett is a product of Hahnemann Medical College in Philadelphia 
and of the University of Pennsylvania Graduate School of Medicine, where he is 
now associate in cardiology. His hobby is an unusual one—he collects stamps 
that deal with medical subjects, with special emphasis on those concerned with 
heart disease. : 


August F. Daro, M.D., collaborated with colleagues H. A. Gollin, M.D. and 
E. G. Nora, Jr., M.D. at Cook County Hospital, Chicago, to produce the article, 
**New Methods and Concepts of the Schiller Test.” Dr. Daro is chairman of the 
obstetrics-gynecology section at Columbus and Mother Cabrini Hospitals, Chi- 
cago, attending gynecologist at Cook County Hospital, professor of obstetrics 
and gynecology at Cook County Graduate School of Medicine, assistant clinical 
professor, Department of Obstetrics and Gynecology, University of Illinois School 
of Medicine, Chicago. 


Thomas W. Mou, M.D., introduces the 12-part series on practical therapeutics 
to be written during the coming year by the University of Rochester (N.Y.) 
School of Medicine. The author of “Therapeutic Problems of Urinary Tract In- 
fections,” is instructor in medicine and bacteriology at that school, and associate 
director of the Rochester Health Bureau Laboratories. Dr. Mou took internship 
and residency at the University’s Strong Memorial Hospital, followed that with a 
Harvard University research fellowship in medicine at Thorndike Memorial 
Laboratory of the Boston City Hospital. 


Tom Douglas Spies, M.D., co-authored the article with the formidable title, 
**Metacortandracin and Delta 1 Dehydro-Hydrocortisone in Rheumatoid Arthri- 
tis.” His colleagues were Robert E. Stone, M.D. and Henry A. Spies, Jr., M.D. 
Dr. Tom Spies is a Texan who went abroad—to Harvard Medical School. His 
memberships, affiliations and honors are too numerous to mention, but at present 
he is professor of nutrition and metabolism and chairman of the department, 
Northwestern University Medical School, Chicago, and director of the Nutrition 
Clinic at Hillman Hospital, Birmingham, Ala. 
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Cogentin. 


METHANESULFONATE 


(BEeNzTROPINE METHANESULFONATE. merck) (vROPINE GENZOHYORYL ETHER METHANESULPONATE) 


rated the best single drug in parkinsonism’ 


“MAJOR ADVANTAGES: Effective against rigidity.2 Counteracts 
muscle spasm. 3 “Good against major tremor.’’* "Safe. 


COGENTIN helps control palsied hands—often with a single daily dose 


COGENTIN affords maximal symptomatic relief in 
parkinsonism — whether postencephalitic, idiopathic 
or arteriosclerotic. 

For alleviating spasm and cramps, rigidity and con- 
tracture of parkinsonism, COGENTIN is “better than 
any drug currently available.”* 


Severe tremor, unaffected by standard medication, 
improved in many cases when COGENTIN was given.* 


COGENTIN is reported to be safe in all forms of 
parkinsonism.’ Even the elderly tolerate it well.* It 
“does not cause drowsiness” or similar side effects 
during the day.‘ 


Dosage: Effective symptomatic relief may usually be 
obtained with a single 1 or 2 mg. dose taken orally 
before retiring. Each quarter-scored tablet contains 
2 mg. COGENTIN. 

References: 1. M. Clin. North America 38:485 (March) 1954, 2. Neurol» 
ony 2:233 (May-June) 1952. 3. 1.A.M.A. 156:600 (Oct. 16) 1954. 4. Parkin- 


sonism and its Treatment, Phila., Lippincott Co., 1954, pp. 87-88. 
5. Neurology 3:361 (May) 1953. 


Philadelphia 1, Pa. 
DIVISION OF MERCK & CO., INC. 
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This Dose for Rauwiloid 


Dear Sir: 

Several GP readers have questioned the validity of the state- 
ment ‘“‘Rauwolfia—4 mg. per day” used as outpatient manage- 
ment of pregnancy toxemia, which appeared on page 89 of the 
April issue. This statement was obviously an error on my part. 
Crude Rauwolfia preparations must be used in dosages sub- 
stantially higher. The preparation I referred to was the alseroxy- 
lon alkaloids of Rauwolfia serpentina, available under the trade 
name ‘‘Rauwiloid.” This drug is given in a dose of 4 mg. per 
day. 

Let me take this opportunity to compliment and sincerely 
thank the staff of GP for the dramatic presentation they gave my 
pictorial essay. 

Frank A. Finnerty, JRr., M.D. 
Department of Medicine 
Georgetown University School of Medicine 
Washington, D. C. 


Price on Charity 


Dear Sir: 

The news release from Kansas City day before yesterday was a 
bad letdown. It came just after I had sent to press a compli- 
mentary story on the AAGP for the May issue of Northwest 
Medicine. In the story it was implied that the Academy had 
reached remarkable maturity and stability in its very short life. 
Now comes a statement from the Board of Directors indicating a 
degree of juvenility quite surprising after the performance 
turned in by the Congress of Delegates at Los Angeles. 

As physicians, we are supposed to be realistic, even in the face 
of such an expertly engineered publicity deal as that put over 
by the Polio Foundation. As physicians, we are probably the 
most charitable group on earth, but we should be mature 
enough to recognize what is charity and what is not. Further- 
more, it is not becoming of our Board of Directors to determine, 
even for our own members, how or when charitable care is to 
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LETTERS FROM OUR READERS 


Unsigned letters to the publishers or the editors are ignored. However, the anonymity 
of authors of letters published in this department will be preserved upon request. 


Yours Truly... 


be given. Each physician must decide the question in his own 
heart for without that origin there is no charity. 
Medical services do have value. Fees for medical services 
represent recognition of that fact by those who pay them. Ex- 
pectations of adequate fee motivates the physician toward the 
best service of which he is capable. It is upon these premises 
that we erect the whole structure of the private practice of medi- 
cine. Denial of their validity constitutes an abandonment of long 
established principle. 
The Academy should be at the forefront in stout defense of the 
private practice of medicine and should studiously avoid any 
move tending to discredit the daily work of our able colleagues 
in all branches of private practice. I trust that you and other 
officers will do what you can to soften the impact of this unfor- 
tunate statement about administration of polio vaccine to pri- 
vate patients without the usual fee for medical service. 
Hersert L. Hart M.p. 
Editor 

Northwest Medicine 

Seattle, Washington 


A “Fitting” Problem 


Dear Mr. Cahal: 

The 1955 Scientific Assembly in Los Angeles is now a 
memory—a wonderful memory in the minds and hearts of all 
those busy overworked general practitioners and their wives 
who were there. This was my husband’s sixth and my fourth 
Assembly and we wonder after each one how the next one could 
possibly be improved on. 

I know that you are already working on the details of the 1956 
Assembly. Could I ask you at this point to consider the ladies? 
The luncheons and fashions that are put on for us are wonderful, 
we love them. But, could you bring your official office to bear on 
just one point? Could we have some clothes modeled for us—us 
of greater proportions than size 9? 

Our dress sizes range from 14 to 44, but you don’t know about 
those sizes I am sure, for from where I sat your charming wife 
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could have modeled every gown. We would love to see some 
clothes we could wear, we who do the dishes and chase the 
children, and answer the door bells at all hours, and even scrub 
the floors; yes, most of us do our own housework and even in 
our husband’s offices. We don’t like to admit that last fact very 
often. Thank you for listening. 

We are looking forward to the 1956 Assembly in Washington. 

Mrs. Leo 

Rochester, N. H. 


Pattern for Britain 


Dear Sir: 

We have been most interested in your booklet on Departments 
of General Practice in Hospitals, and I wonder if you could 
please send me a dozen copies, if you can spare them? 

I shall be most grateful if you can do this, because we would 
find them most useful for our work in this subject during the 
next six months. 

Joun Hunt 
Hon. Secretary 
The College of General Practitioners 
London, England 


A Popular Anthology 
Dear Sir: 


Enclosed is a check for $2.65 to cover cost of two copies of 
**Your Family Doctor,” plus postage. 
I would like to take this opportunity to tell you how much I 


appreciate what you are doing for the family doctor and the 
public. 


Bolivar, Missouri 


Doyte C. McCraw, M.D. 


Dr. McCraw’s interest and enthusiasm are shared by hundreds 
of other Academy bers—all of whom received the Academy’s 
recently-mailed reprint anthology. Anticipating the demand for ad- 
ditional copies, a limited number was ordered. These are being dis- 
tributed on a first-come, first-served basis at cost ($1.25 per copy). 
—PUuBLISHER 


Honors His Pledge 


Dear Sir: 

Since I have decided to limit my practice to proctology, I will 
probably have to drop my membership in the American Acad- 
emy of General Practice. However, I will continue to make pay- 
ments on my pledge to the Building Fund. Good luck to the 
Academy. 

GerorcE M. Borin, M.D. 
Peoria, Illinois 


Not So Scarce in Georgia 


Dear Sir: 

I read with great interest your article on ‘Doctor Scarcity— 
In Legislative Circles” by Cleo Norris in the April issue of GP. 
This is an extremely interesting article ai.d very informative. 

However, I would like to point out an error in the article. 
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Instead of one physician in the Georgia State Legislature, we 
have three physicians—Dr. Grady Coker of Canton, Georgia, 
who is chairman of the Appropriations Committee in the House; 
and Dr. Marcus Mashburn of Cumming, Georgia, also a repre- 
sentative, who is chairman of the Public Health Committee in 
the House. In addition, in the Senate, we have Dr. C. L. Ayers 
of Toccoa who is chairman of the Public Health Committee in 
the Senate. You will note that all three physicians are com- 
mittee chairmen. 
I will appreciate your making this correction in your records. 
Joun F. Kiser 
Executive Secretary Assistant 
Georgia Academy of General Practice 
Atlanta, Georgia 


GP is indebted to Reader Kiser for his interest in setting the 
record straight on Georgia’s physician-legislators. As was pointed 
out in Miss Norris’ article, the Georgia Senate never replied to the 
survey questionnaire, and the Speaker of the Peach State’s House of 
Representatives reported that only Dr. Coker was a physician 
representative in that body. Our apologies to both Drs. Mashburn 
and Ayers. Unfortunately, in conducting a survey one is entirely at 
the mercy of the replies that are received.—PUBLISHER 


Admiral Salutes 
Dear Mr. Cahal: 


Through you, I wish to express to the American Academy of 
General Practice my deep appreciation for the opportunity to 
attend your recent Assembly at Shrine Auditorium in Los 


Angeles. Had it not been for your cordial invitation when our 
recent Surgeon General, Admiral Pugh, could not attend, I am 
afraid I would not have had the opportunity. I was very much 
impressed by the scientific program; in fact, I am sure it was 
the most interesting medical meeting I have ever attended. 
The Academy and its program committee are to be compli- 
mented and congratulated upon their work. 

I am very sorry that I did not have the opportunity to meet 
you personally during the busy time there. I was on the verge of 
it several times but I hesitated to intrude myself upon work you 
were doing that seemed to be more important than meeting me. 
I was fortunate enough to attend, as a spectator, the various 
sessions of the Congress of Delegates and, even though it is 
belated, I wish to add my congratulations to you upon the 
birthday that was mentioned during one of those meetings. 

F. C. Greaves 

Rear Admiral, MC, U.S. Navy 
Inspector, Naval Medical Activities, Pacific Coast 
San Francisco, Calif. 


Breaks into Print 


Dear Sir: 

In the April issue of GP you published an article of mine, 
**The Preceptorship.” 

As a senior medical student, and having his first article pub- 
lished, I am naturally excited. 

May I take this opportunity to offer my heartiest congratula- 
tions to you and your staff for your eminent success with what I 
consider to be the outstanding medical journal published. GP to 
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me is exemplary in its practical, attractively present<d articles 
which are of immediate use to any general physician. I feel the 
magazine is an excellent organ representing the equally fine 
Academy of General Practice. 

I am looking forward to the day when I may be privileged to be 
a member of the Academy and thus receive the magazine. In the 
meantime I shall continue to avidly read each issue at our 
medical school library. 

Davin McCLettan 

Iowa City, Iowa 


Membership Furlough 
Dear Sir: 


Being engaged in general practice in an isolated mission hos- 
pital in the Belgian Congo, I am interested in whether the 
Academy has any arrangement for memberships for American 
physicians practicing in such circumstances abroad. I am a 
nonresident licensed physician in the state of Connecticut and 
am currently engaged in a general practice residency on fur- 
lough. 

K. A. Watson, M.D. 
Iowa City, Ia. 


An application form for Associate Membership in the Academy 
has been sent to Reader Watson. Since he is taking a general 
practice residency in Iowa, he is eligible for membership in the 
Iowa chapter. His membership can be transferred to full Active 
status when he returns to the Belgian Congo and re-enters prac- 
tice. —PUBLISHER 


latrogenic Praise 


Dear Sir: 

I would like to thank you and your editorial staff most sin 
cerely for the superb manner in which you edited and illustrated 
my paper, “Iatrogenesis Pediatrica.” It was a real pleasure to 
have worked with you and your staff. 

I also appreciate your kindness in asking me to submit other 
papers for the consideration of your editors. I shall look for- 
ward to doing so in the near future, because your journal has 
set so high an editorial standard that any author would be 
proud to be included among your contributors. 

Tuomas E. Cong, Jr., Cpr. Mc usN 
National Naval Medical Center 
Bethesda, Md. 


Aussie Praise 


Dear Sir: 
I wish to thank you for the booklet concerning the work which 
the American Academy of General Practice is carrying out. 
On behalf of the Australian College I wish to express our grati- 
tude for allowing us to have this information to assist us in the 
development of a similar body here in Australia. 
We trust that in the years to come we may have a close asso- 
ciation with your great Academy. 
WARBURTON, M.D. 
N.S.W. Regional Faculty 
The College of General Practitioners 
Sydney, Australia 
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Exception Taken to Handy Splinting 


Dear Dr. Hussey: 

I find that I must take exception to the article of Dr. J. 
Herbert Nagler, ‘A Handy Small Splint,” in the April, 1955 
issue of GP. I would also like to inquire if your Orthopedic 
Advisory Board of Drs. Compere and Ghormley approved this 
article and the photographs. 

My objections to the article and the photographs are: 

1. The idea is not new. Aluminum and wire mesh splints 
have been marketed commercially by numerous surgical supply 
houses for a number of years. In addition, at least one or two of 
these surgical supply houses have the thin sheet aluminum from 
which the doctor might fashion his own splints to suit the indi- 
vidual patient. 

2. The photographs and text indicate a lack of knowledge of 
the basic principles of the treatment of injuries of the fingers 
and hand. Those of us who are in the business of teaching ortho- 
pedics have emphasized the importance of the position of func- 
tion in the treatment of injuries of the wrist, hand and fingers. 
Immobilization in extension is only very rarely indicated. Not 
only are fingers and hands which have been immobilized in the 
position of function easier to mobilize after trauma, but the re- 
duction of fractures and the treatment of lacerations are usually 
greatly simplified by the semiflexed position. We have at- 
tempted to erase the practice of utilizing a tongue blade as a 
finger splint because this necessarily immobilizes the finger 
joints in extension. We have advocated the use of malleable 
splints so that the fingers and hand may be held in semiflexion, 
that is, the position of function. 


It seems particularly inappropriate for a journal devoted to 
the improvement of general practice to publish an article which 
so obviously ignores basic principles and good teaching in the 
field of a specialty. Your general practitioner readers should be 
taught the correct way to practice medicine, not a substitute 


method. Treatment as advocated by Dr. Nagler will lead to loss 


of function and the general practitioner will not be supported by 
a specialist in a malpractice suit. 
James S. MILEs, M.D. 
Assistant Professor 
Orthopedic Surgery 
Department of Medicine 
University of Colorado 
Denver, Colo. 


GP is ever grateful for critical comments from readers. Dr. 
Nagler, the author of the one-pager in question, has been good 
enough to reply to Dr. Miles —Mepicat Eprror 


Dear Dr. Hussey: 

Thank you very much for the letter from Dr. Miles. He had 
also written me and I had intended to reply as soon as possible. 

I believe that Dr. Miles and I have no particular argument in 
this connection. There is no pretence that the idea is so star- 
tlingly new that nothing like it had ever been previously used. 

The virtue of the splint described in this article was that 
it required none of the relatively expensive equipment from 
surgical houses and was mych more readily available to all 
doctors than the “fone or two” supply houses Dr. Miles referred 
to as having the thin sheet aluminum in stock. 


Major ADVANTAGES: Has pronounced antibacterial action. Detoxifies and 
adsorbs intestinal irritants. Soothes the mucosa. Tasty chocolate-mint flavor. 


Adult dosage: 11 to 2 tbsp. six times a day. Children and infants in proportion. 
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When summer drinks 
Cremosuxidine. 


SULFASUXIDINE® SUSPENSION WITH PECTIN AND KAOLIN 


Philadelphia 1, Pa, 
DIVISION OF 
MERCK & CO., Inc. 
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Severe chronic cystic acne of face, 
neck,and shoulders in 18 year old 
male; treatment based on diet, 
x-ray, vitamins, and vaccines un- 
successful over 5 year period. 


Following 4 months of treatment 
with “Premarin” Lotion on face 
and neck, infection and cysts have 
cleared. Untreated shoulders show 
no improvement. 


Refractory cases of 


acne vulgaris 


respond to 


“Premarin. Lotion 


Conjugated Estrogens (equine) for topical application 


A highly gratifying response, as in the patient shown above, was 
achieved with “Premarin” Lotion in 70 to 80 per cent of patients 
of both sexes with acne vulgaris that had failed to respond to other 
therapy.! “Premarin” Lotion is easy to apply; permits dosage con- 
trol to eliminate possibility of side effects; is esthetically accept- 
able to both male and female patients. 


also effective in seborrheic alopecia 


In another series of patients, scaling, itching, and falling hair 
(particularly about the vertex of the scalp) were controlled within 
three to six weeks by the application of “Premarin” Lotion two or 
three times daily.2 No systemic effects were noted. 


Supplied: No. 875 — Bottles of 60 cc. (1 mg. per cc.) with applicator. 


Detailed information available upon request. 


1. Shapiro, I.: Postgrad. Med. 15:503 (June) 1954; J. M. Soc. New Jersey 52:6 
(Jan.) 1955. 


2. Shapiro, I.: J. M. Soc. New Jersey 50:17 (Jan.) 1953. 


st Ayerst Laboratories * New York, N. Y. * Montreal, Canada 
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As to the second paragraph of Dr. Miles’ letter, referring to 
the specific use of the splint, I believe the fault is mine in that 
the photographs selected did not show digits in flexion as he 
recommends but rather show digits fixed for the treatment of 
minor and major lacerations and for the immobilization of the 
distal one or two phalanges. I have on occasion used the same 
splint for fractures of the proximal phalanx but neglected to 
demonstrate it photographically. 

One great virtue of this type of device, however, is the ready 
accessibility of the joint to early motion, active and passive. 
It is quite true that in certain situations the tongue blade splint 
unnecessarily immobilizes the finger joints in extension but as in 
all medical problems this becomes insignificant if proper super- 
vision is exercised. There is no reason why such an aluminum 
splint might not be utilized in a semiflexion position. 

I trust this information will make Dr. Miles less unhappy. 
I’ve tried not to ignore any basic principles in this or any other 
article but merely to offer a small new device that might be 
handy in some situations. 


J. Herpert NaGLER, M.D. 
Philadelphia, Pa. 


Sin of Omission 


Dear Sir: 
Shall I begin with “I sinned,” or bow my head in humility, for 
having neglected, up to this day, to join the AAGP? 
I do both, here and now. Kindly send me full information and 
an application. 
M. L. KARBELNIG, M.D. 


Monrovia, Calif. 


If any “sin”? was committed, the Academy must surely share in 
the guilt for not having already discovered such a sincerely eager 
prospect as Dr. Karbelnig. The error of omission has been promptly 
rectified—not neglecting an extra bow to Paul DeKruif and the 
Reader’s Digest for alerting the good doctor.—PUBLISHER 


“The first shot was for tetanus—and the second 
one was for kicking me in the shins.” 


Standardized 


: (approx. 3 grains). . 
produced by 
Davies, Rose & Co., Ltd. 


is the symbol 
of the 


obs 


Tablets 


Quinidine Sulfate 


Natural. 
0.2 Gram 


By specifying the name, the 
_ physician will be assured that this 
standardized form of Quinidine 
Sulfate Natural will be dispensed 
to his patient. 


Clinical samples sent to physicians 
on their request 


Davies, Rose & Co., Ltd. 
Boston 18, Mass. 
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Weren’t you annoyed when the 
doc said, ‘“‘no more coffee”? 


*IMITATION 
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Even mild-tempered patients may see red 
when told to give up coffee. Why not give 
them some timely advice about caffein-free 
Instant Postum Beverage? 


While some of your patients may enjoy 
regular Instant Postum, others may prefer 
new Coffee Flavor* Instant Postum which is 
now available for the first time. 


Coffee Flavor Instant Postum has its own 
wonderful taste. It’s warming and satisfying 


No Caffein 


Products of General Foods 


| was hopping mad, till 

| tried the grand new 
drink he suggested instead— 
Coffee Flavor Instant Postum! 


as a good hot drink should be. Like regular 
Instant Postum, it’s caffein-free and costs less 
than a penny a cup. 

Made of whole wheat and bran, the In- 
stant Postum (Coffee Flavor or regular) in an 
average cupful contains only 10 mg. sodium 
and only 16 calories. 

For a gift supply of both Coffee Flavor and 
regular Instant Postum, just send in the 
order blank below. 


Postum, Dept. GP-7, Battle Creek, Mich. 


Please send me a Professional Pack of Instant postum 
consisting of 12 kits. Each kit contains 2 servings of regu- 
lar Instant Postum and 2 servings of Coffee Flavor Instant 
Postum. 


Name 


Street 


City and Zone State. 


Offer expires January 31, 1956. Good only in continentai U.S.A. 


\ » - i 
SESE 
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PERSONALITIES 


IN THE MEDICAL NEWS 


Donald C. Balfour, M.D. 
For distinguished service, a high honor 


AMERICAN MEDICINE’S ACCOLADE—the distinguished service award of 
the American Medical Association—was bestowed last month on 
Dr. Donald C. Balfour, director emeritus of the Mayo Foundation 
and professor emeritus in the Mayo Foundation, Graduate School, 
University of Minnesota. The award, a gold medal and citation, 
has been conferred annually since 1938, ‘for outstanding service 
to medicine and humanity,” to a recipient voted upon by the AMA 
House of Delegates on recommendation of the Board of Trustees. 
Dr. Balfour has been associated with Mayos since 1907, when he 
came there for graduate study. He remained to become an out- 
standing surgeon, honored both at home and abroad. For a decade, 
ending in 1947, Dr. Balfour was director of the Mayo Foundation, 
where he served as counsellor and teacher to many young doctors 
from all parts of the world. American medicine now caps his career 
with the highest recognition in its power to bestow. 


Chester Scott Keefer, M.D. 


For a Boston medical center, a new director 


To ru a recently created post, that of director of the 
Boston University School of Medicine, the university’s 
Board of Trustees has named Dr. Chester Scott Keefer, 
for the past 15 years Wade Professor of Medicine at 
that institution. In his new position, Dr. Keefer will 
be responsible for coordination of both the educational 
program of the school and the services of the Massa- 
chusetts Memorial Hospital. Dr. Keefer assumed his 
new duties July 1, will ultimately become director of a 
proposed Boston University Medical Center, according 
to Dr. Harold C. Case, Boston University president. 
Since 1953 Dr. Keefer has been special assistant for 
medical affairs to Mrs. Oveta Culp Hobby, Secretary of 
Health, Education and Welfare. His background has 
included key medical posts in major universities both 
in this country and in China. 
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Robert H. Bishop, Jr., M.D. 
For vision and devotion, a national award 


“ONE OF THE GREAT figures in American public health,” 
a Cleveland newspaper termed that city’s distinguished 
citizen, Dr. Robert Hamilton Bishop, Jr., when the 
American Social Hygiene Association recently bestow- 
ed upon him the William Freeman Snow award for 
service to humanity. (Dr. Snow was general director of 
the Association, and in 1937, the 40th year of his work 
in education and public health, a portrait plaque was 
awarded him by friends here and abroad. It is a replica 
of this plaque that is now given annually in recognition 
of outstanding service by others in the field of social 
hygiene. Dr. Bishop becomes the 19th recipient of the 
medal.) Dr. Bishop’s ach’evements are indeed numer- 
ous. Among them must be mentioned pioneer work in 
the Anti-Tuberculosis League and in the Red Cross, 
directorships of the University Hospitals of Cleveland, 
of the Joint Committee for the Advancement of Medical 
Education and Research of Western Reserve University 
School of Medicine and Affiliated Hospitals, as well as 
of the American Hospital Association and the National 
Health Council. Dr. Bishop is senior member of the 
Board of the American Social Hygiene Association. His 
early work in tuberculosis control was followed by 
pioneer public health endeavors in development of an 
educational approach to control of the venereal 
diseases. 
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On the Calendar 


Academy chapter meetings and postgraduate courses, as 
well as other medical meetings in which general practi- 
tioners will have an interest, will appear here monthly. 


July 13-14. Cancer Contro! Committee of the Colorado 
State Medical Society, Rocky Mountain Cancer 
Conference, Denver. 

July 14-16. University of Colorade Medical Center, post - 
graduate course in dermatology for general pra~- 
titioners, Denver. 

July 25-28. University of Colorado Medical Center, post - 
graduate seminar in ophthamology, Denver. 

July 25-30. Southern Pediatric Seminer, 35th annual 
session, course in obstetrics and gynecology, 
Saluda, N. C. 

Aug. 15-27. Levisiane State University School of Medi- 
cine, course in the clinical pathology and pathol- 
ogy of parasitic diseases, New Orleans. 

Sept. 8-10. Uteh chapter, Hotel Utah, Salt Lake City. 

Sept. 12. Cook County Graduate School of Medicine, 
course in gynecology and obstetrics, Chicago. 

Sept. 15. Nebraska chapter, Hotel Lincoln, Lincoln. 

Sept. 15-16. lowa chapter, seventh annua! meeting, 
Savery Hotel, Des Moines. 

Sept. 19-21. Texas chapter, sixth annual meeting, Will 
Rogers Coliseum, Ft. Worth. 

Sept. 19-23. University of Pennsylvania, sixth annual 
institute of the graduate school of medicine, 
Philadelphia. 

Sept. 19-Oct. 1. University of Illinois College of Medicine, 
annual assembly in otolaryngology, Chicago. 
Sept. 20. Ohic chapter, eighth annual meeting, Dayton- 

Biltmore Hotel, Dayton. 

Sept. 21, 22. Mississippi chapter, seventh annual meet- 
ing, Heidelberg Hotel, Jackson. 

Sept. 24. Massachusetts chapier, Hotel Statler, Boston. 

Sept. 25-27. Wisconsin chapter, seventh annyal meeting, 
Milwaukee Auditorium, Milwaukee. 

Sept. 26. Cook Ceunty Graduate Scheel of Medicine, 
postgraduate course in medicine, Chicago. 

Sept. 26 Post-Graduate Medical School of New York 
University-Bellevue Medical Center,  cight-week 
course in industrial medicine, New York City. 

Sept. 26-30. University of Colorado Medical Center, 
eighth annual symposium on pulmonary diseases, 
Fitzsimons Army Hospital, Denver. 

Sept. 26-30. Post-Graduate Medical School of New York 
University-Bellevue Medical Center, symposium on 
tuberculosis and other pulmonary diseases in 
childhood, New York City, 

Sept. 26—Oct. 1. Endocrine Society and the University of 
Indiana School of Medicine, seventh postgraduate 
assembly in endocrinology and metabolism, 
Indianapolis. 

Sept. 27, 28. Seuth Carolina chapter, seventh annual 
meeting Columbia Hotel, Columbia. 

Sept. 27-30. Oregon chapter meeting in conjunction with 
annuvol meeting of the Oregon Medical Society, 
Masonic Temple, Portland. 

Sept. 29-Oct. 1. idaho chapter, fifth annual meeting, 
Boise. 

Sept. 30. Vermont chapter, fourth annual meeting, Wash- 
ington Hotel, Bretton Woods. 
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DISPOSABLE UNIT 


*”Probably no other office procedure except blood pressure determination 
in the adult gives as high a percentage of positive diagnostic information.” 
— JI, La. St. Med. Soc., 106:356, Sept. ‘54. 
It is now a simple matter to prepare patients for proctoscopic or sigmoidoscopic 
examination during an office visit. The Fleet Enema Disposable Unit is superior in 
cleansing effect to a tap water or saline enema of one or two pints and less 
irritating than a soap suds enema. Thorough left.colon catharsis, with minimal 
discomfort to the patient, is usually a matter of only four or five minutes. 

Each 414 fl. oz. disposable “squeeze bottle” contains, per 100 cc., 16 gm. 
sodium biphosphate and 6 gm. sodium phosphate ...an enema solution of 
Phospho-Soda (Fleet) ... gentle, prompt, thorough. 
“Phospho-Soda”, “Fleet” and “Fleet Enema” are registered trade-marks of C. B. Fleet Co., Inc. 
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Polio: Retrospect and Prospect 


ONE OF THE BEST-KEPT SECRETS that wasn’t a secret at 
all—that’s the story of the results that were announced 
April 12, 1955, for last year’s tests of the Salk vaccine. 
As early as the preceding December or January, phar- 
maceutical manufacturers began their mass-production 
operations for the vaccine. Yet they were supposed to 
be in total ignorance of whether or not the vaccine 
would ever be used again. More and more often during 
January, February, March, the name of Dr. Jonas Salk 
began hitting the public eyes and ears—hardly the 
kind of press agentry that would have heralded failure 
of the vaccine Dr. Salk had developed. Still, nothing 
definite was told. Only Dr. Thomas Francis, Jr. and 
his workers at the Poliomyelitis Vaccine Evaluation 
Center in Michigan—only those experts in statistical 
methods could prepare a report. And their report 
wouldn’t be ready until April 12, 1955. 

It’s too bad Franklin D. Roosevelt couldn’t have 
been around for the announcement. After all, it was to 
commemorate his name, everything had been done to 
build suspense and to ¢reate a dramatic atmosphere, 
and F.D.R. always liked things suspenseful and dramat- 
ic. He liked success too, and it’s a sure bet that he 
would have been in on the secret. 

Dr. Francis reported unequivocal success for the 
1954 trials of the Salk vaccine. The public reacted. 
Polio is licked! All praise to Franklin D. and his 
N.F.LP.! 

Other reactions followed. 

Dr. Jonas Salk became a national hero. At times he 
seemed uncomfortable about it. Maybe he’s a little old- 
fashioned in his thinking about channels for reporting 
the results of medical research. Anyway he was ac- 
claimed by the public (now his public) and honored 
by the President (the one who used to work as a gen- 
eral for F.D.R.). A movie producer began negotiating 
for rights to “The Salk Story”—probably the same 
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producer who turned down the idea of a picture based 
on the life of Sir Alexander Fleming (not dramatic 
enough). 

Physicians, health officers, HEW officials began 
scurrying. Policies aud programs had to be developed 
quickly if new crops of children were to receive the 
Salk vaccine in time to do any good this year. It’s a 
great tribute to the patience and ingenuity of the 
medical profession that those programs were initiated 
under the irksome conditions of an instant deadline. 
Then came a hitch—the problem of evaluating the 
poliomyelitis that appeared in some children after 
they had received their first shot of vaccine. Some 
questionable decisions were made, some careless opin- 
ions were offered in the hysteria of the moments, and 
HEW-Secretary Hobby took more than her share of 
raps for the whole sticky situation. 

As if the breakdown in the Salk vaccine immuniza- 
tion program were not enough, the National Founda- 
tion for Infantile Paralysis faced another difficult job. 
For a long time, their publicity efforts had been pre- 
occupied with details of protection against polio— 
first gamma globulin, then Salk vaccine. Now they had 
to begin reminding the public (including physicians) 
that Foundation funds find other uses, that expendi- 
tures for polio prevention have been a relatively small 
part of the total. . 

The Foundation has assumed enormous responsibil- 
ities for care of polio patients—responsibilities that 
will not be discharged for a long time, however suc- 
cessful the Salk vaccine may be. Programs of educa- 
tion for medical and paramedical personnel, rehabili- 
tation projects, fellowships, scholarships, centers for 
management of respiratory problems—all these are 
Foundation products that must be “sold” to the pub- 
lic. Otherwise, the March of Dimes is likely to slow 
from the Sousa beat of The Stars and Stripes Forever to 
a funeral cadence. 

You can be sure the National Foundation for In- 
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fantile Paralysis will be successful in the new “selling” 
campaign. In the first place, the products are easy to 
“sell” because they are good products. Then too, the 
Foundation has efficient “salesmen,” trained in the 
spirit of that master salesman—their founder and 
father figure. 


Efficiency Experts Available 


Puysicians, like everyone else, have troubles and wor- 
ries. One of their peculiar problems is the high preva- 
lence of diseases that seem related to stressful living— 
diseases that, in many instances, impair productivity or 
cut it off abruptly. 

A lot of curbstone nonmedical diagnosticians have 
told the physician about the reasons for the stresses in 
his life and what to do about it. Some of that well- 
meant advice makes sense. Much of it just doesn’t ap- 
ply because it lacks insight into the character of medi- 
cal practice. 

When Mr. W. E. Syers of Austin, Texas, set about 
preparing his part for the panel discussion—*Preserv- 
ing the Doctor’s Life and Usefulness”—that opened 
the 1955 Academy Assembly, he adopted a new strate- 
gy- He started with the premise, ‘Too many people 
are advising doctors,” and found a way to make the 
doctors advise themselves. To do this, he sent a ques- 
tionnaire to hundreds of Academy members—asked 
them to list their professional ‘‘headaches” and to tell 
what might be done to relieve some of them. 

The “‘big three” in the physicians’ lists of problems 
were fees-collections, insurance papers and the tele- 
phone. For these and other discomforts of professional 
management, the physicians had some good ideas for 
relief. From these lists and from his own background 
as a practicing consultant on business management, 
Mr. Syers developed four points for consideration by 
his audience. 

“First,” he said, “stop and think for a while.” This 
implies that each physician needs to take an occasional 
personal inventory. He should look at his objectives in 
practice and in life. His problems should be reviewed. 
As he takes stock of himself, he is likely to develop 
thoughts for correction of some of his difficulties. 

Second, Mr. Syers suggested that each physician 
should make a “time study” of himself. This entails 
keeping a daily log of all activities during a period of 
two weeks (or better still, a month). It’s Mr. Syers’ 
contention—and he’s undoubtedly right—that doctors 
who cry, “Not enough time,” don’t really know what 
they do with their time. When they keep a faithful 
record of their time expenditures during a certain pe- 
riod, they probably will discover that they don’t need 
a day-stretcher. All they need is a better time budget. 
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Third, the management expert advised physicians 
to seek competent counsel. He anticipates that the per- 
sonal inventory and the time account will reveal a need 
for some changes that the physician himself will not be 
able to plan. The identity of the counsel would de- 
pend, of course, upon the area in which change is to 
be made. Counsel could be wife or secretary, a lawyer, 
an accountant or a professional management expert. 

Fourth, Mr. Syers proposed that the physician should 
examine his referral relationships with other physicians 
—should search here for inefficiencies and ineptness. 

Some time ago, in these columns, a plea was made 
for an efficiency expert—someone to guide the physi- 
cian to a better way of living and practicing. Mr. Syers 
has answered generously to that call. By his clever 
manipulation of questionnaires, he has provided a large 
body of experts—all likely to be acceptable to the prac- 
ticing physician, because the experts are practicing 
physicians themselves. 


Atypical Mood Reactions to Drugs 


It’s BEEN KNOWN for a long time that drugs that in- 
fluence mood have different effects on different people. 
The various ways your friends react to alcohol is as 
good an example as any. In general, it has been 
vaguely understood that such variations in response 
to drugs are related to personality. Thus, even non- 
medical people may remark about an acquaintance, 
**He’s the kind of person who just can’t drink.” They 
imply that the person in question is so constituted 
psychically that he reacts in an extraordinary way to 
alcohol. 

Still, there have been comparatively few careful 
medical studies of the relationship of personality to 
drug effects. One of the best was reported by von 
Felsinger, Lasagna and Beecher in the Journal of the 
American Medical Association for March 26, 1955. These 
authors noted the subjective responses in 20 healthy 
young men to amphetamine, pentobarbital, opiates 
(morphine, heroin) and a placebo. Among the group 
they found seven or eight persons whose reactions to 
the drugs were atypical. As a rule, these atypical- 
reactors were also placebo-reactors; they experienced 
sensations (usually pleasant) from a subcutaneous in- 
jection of sodium chloride solution. Instead of being 
stimulated and euphoric after amphetamine, these 
people were sedated or dysphoric. For them opiates 
provoked euphoria. 

Incidentally, the authors emphasized that the “‘typi- 
cal” reaction to morphine or heroin is unpleasant. 
They wrote, ‘The impressive reputation of the opiates 
as dangerous euphoriants in normal persons seems 
largely based on the writings and experiences of cele- 
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brated literary figures such as De Quincey, Coleridge, 
Baudelaire, and Cocteau and on the unqualified trans- 
fer of the results of studies on drug addicts (such as 
those described by these writers) to nonaddicts.” 

To return to the problem of the atypical reactors— 
von Felsinger and his associates noted a rather con- 
stant personality pattern in these people. They tended 
to be immature, impulsive, egocentric, emotionally un- 
stable. They showed “strong but diffuse striving for 
achievement and prestige beyond their capabilities.” 
They were “the most anxious and hostile members of 
the entire experimental population.”’ Their pleasure 
from opiates plus their personality structure suggested 
that they might indeed be the kind of people in whom 
narcotic addiction readily develops. 

As was intimated at the very beginning, there is 
little that’s wholly new in this clinical study. Some 
of the methods used in evaluating subjective responses 
were unique, but most of the ideas have been partly 
expressed or considered at one time or other by most 
practicing physicians. Nevertheless, the authors have 
expressed those ideas forcefully and dramatically. That 
is a real service. 

This aspect of therapeutics needs closer attention 
than it usually gets—attention especially by pharma- 
cologists and by clinicians who perform initial evalua- 
tions on new drugs. 


For Birds and People 


PsrrTacosis first attained international prominence 
about 25 years ago when South American parrots were 
the chief source for an outbreak that affected 800 peo- 
ple in a dozen different nations, including the United 
States. That was indeed a serious outbreak of the 
disease ; about 20 per cent of the victims died. In this 
country, laws were promptly passed to restrict im- 
portation and interstate shipment of members of the 
parrot family (order—Psittaci). Psittacosis then 
dropped out of interest and almost out of sight for a 
number of years. 

In 1951, restrictions on the bird trade were consid- 
erably relaxed. According to Fitz, Meiklejohn and 
Baum, that move seemed justified for two reasons. 
First, the laws had been difficult and costly to enforce. 
Second, psittacosis was no longer thought to be solely 
a psittacine disease. Other birds were known to har- 
bor the virus—canaries, finches, pigeons, sparrows, 
chickens, ducks, doves, gulls and others. 

Since 1951, we’ve seen an extraordinary example of 
American salesmanship. It concerns the fabulous rise 
in popularity of Melopsittacus undulatus—the love 
bird or parakeet. That bird, formerly to be seen only 
in Australia or at the zoo or rarely in the homes of 
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the well-to-do, has become very much a part of the 
average home. It is sold everywhere—pet shops, de- 
partment stores, drug stores, ten-cent stores, even food 
markets. To its owners, it is indeed the family pet. 
Called “George” or something equally familiar, it en- 
joys the affection and usually the freedom of the home. 
It responds to lavish attentions by making soft whis- 
tling noises that are thought to resemble closely some 
words that have been spoken in its presence thousands 
of times in the course of “teaching it to talk.” Regard- 
less of the opinion of bird-owners, Melopsittacus un- 
dulatus must be stupid. Given the least chance, it es- 
capes and flies away. For a time thereafter, it may be 
seen wandering in the neighborhood—the object of a 
frantic search that enlists all possible assistance, in- 
cluding appeals by radio disk jockeys. Then it dies, or 
rarely is captured by a new “‘owner” who promptly 
spends 20 or 25 dollars for equipment to house and 
feed the pet. 

Along with “George” M. Undulatus, the American 
bird-buyer may get something for nothing—psitta- 
cosis. Even when “‘George” looks healthy, he may be 
harboring the virus. According to the U.S.P.H.S. 
National Office of Vital Statistics, there were 25 or 30 
cases of psittacosis annually reported in the United 
States from 1945 through 1951. In 1952, there were 
135 cases; in 1953, 169 cases; in the first half of 1954, 
303 cases. 

Of course, that phenomenal rise in prevalence could 
have some other explanation, but the circumstantial 
evidence points only at “George.” 

The prospect of eradicating psittacosis seems re- 
mote. As Fitz and his associates put it, in their article 
in the American Journal of the Medical Sciences for 
March, 1955... “‘the immediate problem would seem 
to be that of finding a way of living with it . . .”” Those 
authors believe that this can be done. They advocate 
three measures: 

1, Promulgation of information about the risks of 
acquiring psittacosis from pet birds. 

2. Education of physicians to view patients with 
unexplained fevers or “‘virus pneumonias” as possible 
cases of psittacosis. 

3. Appropriate therapy (tetracycline drugs). 

Fortunately, drug therapy with chlortetracycline, 
oxytetracycline or tetracycline causes prompt im- 
provement in cases of psittacosis, even in patients who 
appear desperately ill. That is good news for the 
owner of “George” M. Undulatus—had news for those 
of the owner’s friends who don’t like “George” (or any 
Psittaci) to come flying over to get acquainted. Those 
friends take the stubborn view that psittacosis is 
strictly for the birds and for people who like to have 
birds sit on them. 
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Crusaders Wanted 


Wuen Dr. Juuian P. Price began his talk at the 1955 
Academy Assembly about accidents and poisonings in 
children, he sounded as though he had a chip on his 
shoulder. That’s not surprising. He probably meant to 
sound that way. He knows that accidental death is the 
number-one killer of children over 1 year of age. He 
thinks it is high time the medical profession in general 
and the family physician in particular showed more 
leadership in a field of health (accidental deaths) that 
accounts for one death out of every three in children. 

Dr. Price called for physicians’ action in three spe- 
cial fields—studies and investigations to give more basic 
information, provision of methods that will help the 
physician handle accidents and poisonings more effec- 
tively, and educational efforts directed to the prevention 
of accidents. More than half of his talk was devoted to 
the third special field—education. He listed the or- 
ganizations—medical and nonmedical—that have long 
engaged in the kind of educational efforts he was talk- 
ing about. “But,” he contended, “their efforts alone 
are not sufficient. They must be joined by that indi- 
vidual who . . . is the greatest single source of strength 
in our educational effort, the practicing physician. It is 
he who can most easily influence the two key individu- 
als in our war against accidents and poisonings—the 
parent and the child.” 

The speaker went on to name the ways for the prac- 
ticing physician to join in such a program of education 
for parents and children. By transforming Dr. Price’s 
easy Southern plea into a harsher mood imperative, the 
list of methods reads something like this: 

1. Become safety-minded in prescribing drugs. 

2. Take time to discuss accidents and poisonings with 

parents. 

3. Talk to children too about accidents and their 
prevention. 

4. Make available in your office some appropriate 
pamphlets for parents to read and to take home for 
study. 

5. Investigate the child’s home and yard environment 
when making house calls. 

6. Become a crusader in the cause of accident and poison 
prevention. 

It’s that last method—becoming a crusader—that is 
most important. Until a large number of family physi- 
cians join the crusade, nothing much will happen to 
the accident mortality rate. Fortunately, Doctor, it’s 
easy for you to become a crusader. You don’t have to 
spend much time, and there are no dues. Only three 
simple steps are involved. 

First, you have to convince yourself that accidents 
and poisonings are the number-one problem in child 
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health today. That’s easy. It’s a purely intellectual ex- 
ercise of noticing 12,000 or more deaths and 40,000 to 
50,000 crippling accidents a year in the United States. 
Next, you have to get angry about this appalling waste 
of our best people—our children. Now you’re ready for 
the third step. You’re ready to start enlisting the sup- 
port of others. Doctor, you’ve joined the crusade! 


For the Life Beyond 


Last YEAR there was occasion to comment editorially 
that old physicians, unlike old men in another profes- 
sion, don’t just fade away. The impression was given 
to GP’s readers that physicians keep right on working 
at their job until the day they die. That was an over- 
simplification of a complex problem. Some physicians 
do stop their usual work at a time before death—‘‘the 
age of retirement.” 

In a chronologic sense, the age of retirement is 
vaguely understood by most of those who face it. Its 
physiologic significance is even more nebulous. Will 
it come at the time of wisdom, or at the time when in- 
tellect and physique alike are shrinking on themselves? 
Or will it come at the poet’s seventh age—‘‘second 
childishness, and mere oblivion, sans teeth, sans eyes, 
sans taste, sans everything”? One thing only is clear: 
the time will come for those who live that long. 

It seems that more and more physicians will reach 
that uncertain age. Are they not a part of the popula- 
tion that we’re told is aging all the time? So the prob- 
lem that begins to vex presbyopic members of the pro- 
fession is how to prepare and when to begin that prepa- 
ration. Many of them feel ready for death. Their religion 
has provided spiritual and intellectual preparation for 
that event. But what about this other kind of “‘life be- 
yond”? What’s to get them ready for that? 

Recently, Dr. Arthur C. Christie—one of the pio- 
neers of American radiology—gave his formula for 
happy retirement. “Be very busy at something you 
maybe don’t have to do,” he said, ‘‘and concentrate on 
things of the present day.” And for those who know 
Dr. Christie, it’s apparent that he prepared for his 
“age of retirement” by a lifelong habit of maintaining 
a lively interest in things contemporary. 

So there’s the secret of successful retirement. Keep 
active and keep abreast. Leave reminiscing to the young- 
sters who have the time for such idleness. 


Hope for “‘Hopeless” Cancer 


AMONG THE MORE distressing problems that physicians 
must face is the management of patients with hopeless- 
ly advanced cancer. With little chance of cure, atten- 
tion is directed toward palliation. However, significant 
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advances in the palliation of terminal cancer have been 
few, and too often, even the most courageous and de- 
voted physician is unsuccessful in his attempts to 
control the unremitting symptoms. 

Into this dismal picture Dr. McCarthy introduces 
an encouraging note. In the New England Journal of 
Medicine for March 24, 1955, he reports 100 cases with 
advanced or terminal cancer of various types, treated 
with a combination of cortisone or ACTH and nitrogen 
mustard, In 16 patients, subjective and objective remis- 
sions were remarkable, lasting six months or longer 
and not infrequently associated with tumor regression 
or arrest. In an additional 15 patients, there was im- 
provement in symptoms for two months or longer, at 
times accompanied by a decrease in the size of the 
tumor or at least no increase. In these two groups there 
was little question that life was prolonged and made 
more bearable. 

To the author’s credit, critical objectivity was main- 
tained in evaluating results. Unbiased evaluations of 
the referring physicians was sought, and evidence of 
palliation was reflected in the decreased consumption 
of narcotics, and by weight gain and improvement of 
anemia. Furthermore, the results were not due to the 
ability of the corticosteroids to mask symptoms and 
create a sense of euphoria, for each course of therapy 
was short and remissions at times were long. Sponta- 
neous improvement was also an unlikely factor because 
of the rarity of spontaneous remissions in cancers ad- 
vancing as rapidly as some of those included in this 
series. Finally, delayed radiation remission was dis- 
counted, as the majority of patients had been declining 
for too long after the radiation therapy had been com- 
pleted. 

It is to be hoped that an extension of this mode of 
therapy will confirm the results obtained, for there is 
tremendous need for improving available methods for 
the management of patients with “hopeless” cancer. 


Changing Standards 


UNLIKE OTHER PHYSICIANS, the standing of surgeons 
has fluctuated throughout the centuries. Prior to the 
middle ages, medicine and surgery were combined 
both in teaching and in practice. After the fall of 
Rome, however, when the influence of Arabian medi- 
cine began to be felt, Avicenna, who introduced the 
use of cautery and boiling oil, lowered the position of 
surgeons to that of barbers, a situation in society 
which held back advance of the surgical art for six 
centuries. 

Not until the cruel methods of Avicenna were 
superseded by the gentleness of Paré was surgical 
growth resumed. Teaching and practice were com- 
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bined, and gradual advancement of the art began. 
Nevertheless, until the end of the nineteenth century, 
because of poor anesthesia and the limits of antisepsis, 
surgeons were known for their speed and daring 
rather than their knowledge of medicine. The prac- 
titioners of that time were excellent anatomists and 
clever but rough technicians, but few had any knowl- 
edge of physiology. 

During the past 50 years, through the influence of 
Halsted, through the development of fluid balance, 
anesthesia, the antibiotics and blood transfusion, and 
through vast improvement in technical methods, the 
surgeon has been required to have knowledge of 
physiology as well as anatomy. Success has been 
found to depend more upon careful physiologic 
preparation and control, than upon operative drama. 
The surgeon has become a doctor. 


Aspirin Is Cheaper 


In 1950, a srupy was designed for the purpose of test- 
ing the relative merits of ACTH, cortisone and aspirin 
in the treatment of acute rheumatic fever. It has been 
a cooperative study—proceeding simultaneously in 
the United States, Canada and Great Britain. The re- 
sults in 497 patients were published in the March 
issues of the British Medical Journal and Circulation. 

In brief, the report indicates that there is little to 
choose between the steroid hormones and aspirin in 
treatment of acute rheumatic fever. Both types of 
therapy suppress certain acute manifestations (fever, 
arthritis, tachycardia, elevated sedimentation rate, 
nodules, erythema marginatum, chorea). Although the 
hormones work somewhat faster than aspirin in this 
respect, there is a mitigating factor—a greater ten- 
dency for acute manifestations to reappear when hor- 
mone therapy is stopped. None of the agents is uni- 
formly effective in controlling these acute symptoms. 
Nor is there any reason to believe that one agent is 
any better than another in its effect upon cardiac 
involvement. 

It should be understood that the cooperative study 
was not designed to answer a basic question about 
rheumatic fever. Since the relative efficacy of the vari- 
ous therapeutic agents was tested, information is not 
provided as to whether treatment (or the lack of it) 
makes a significant difference in the cardiac changes 
of the disease. This aspect of the rheumatic fever 
problem was discussed editorially in GP for February, 
1953. There it was noted that some investigations have 
suggested that aspirin (or hormone) therapy does in- 
deed make a difference. And the cooperative study 
would seem to imply that aspirin is the drug of choice 
—it’s cheaper. 
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The Diagnosis of Jaundice 


An accurate diagnosis of the cause of jaundice 

is gust as important as the accurate diagnosis of edema, 
of anemia or of hematemesis. The chief objective 

is to differentiate hepatocellular jaundice (medical) 

from obstructive jaundice (surgical). An accurate history 
and a thorough physical examination are the first steps. 
They suffice to indicate the diagnosis in about two-thirds 
of the cases. Other steps include laboratory 

and liver function tests, x-ray examinations 

and, in doubtful cases, liver biopsy. Occasionally it is necessary 
to operate in order to establish an accurate diagnosis. 


BY CHARLES H. BROWN, M.D. 
Cleveland Clinic, Cleveland, Ohio 


THE PRESENCE of jaundice indicates a pathologic con- 
dition that demands immediate treatment. In a patient 
in whom jaundice is a symptom of hepatitis or cirrhosis, 
early medical treatment may be lifesaving. In one in 
whom jaundice indicates the presence of a common 
duct stone or carcinoma of the ampulla of Vater, surg- 
ical treatment may be curative. However, jaundice may 
be a symptom of severe liver disease in which surgery 
may cause additional damage to the liver and result in 
the patient’s death. High mortality rates have been re- 
ported among patients with hepatitis who have been 
operated upon. It is obvious that an early and accurate 
diagnosis of jaundice is imperative. 


Metabolism of Bilirubin 


In any discussion of jaundice, the metabolism asd eir- 
culation of bilirubin must be understood. Chart 1 shows 
the derivation and metabolism of bilirubin. Hemoglobin 
is broken down in the reticuloendothelial system to 
form hematin and hemin which is the iron-containing 
fraction. Hematin breaks down to bilirubin, first appar- 
ently bound to protein and then, after passage through 
the liver cells, protein-free or direct-acting bilirubin. 
Bilirubin is passed through the bile ducts into the in- 
testinal tract where it is further reduced to urobilinogen, 
and then to urobilin or stercobilin. 
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The frontispiece illustration shows the circulation of 
bilirubin. Again, bilirubin is formed in the reticuloen- 
dothelial system by the breakdown of hemoglobin. The 
indirect-reacting bilirubin, bound or adsorbed to pro- 
tein, is shown in red. It passes through the liver cell, is 
split from protein and becomes direct-acting bilirubin 
(green). In the intestinal tract, bilirubin is reduced to 
urobilinogen (yellow). Some of the urobilinogen is 
passed in the stool. Another portion is absorbed into the 
portal circulation and redirected to the liver. There 
most of it presumably is re-excreted; the rest enters the 
systemic circulation and is excreted by the kidneys. 

Studies of bilirubin circulation show three different 
patterns in hemolytic, hepatocellular and obstructive 
jaundice, respectively. 

In hemolytic jaundice, excessive amounts of bilirubin 
are formed in the bone marrow, pass to the liver, are ex- 
creted by the liver, and form urobilinogen in the intes- 
tine. Large amounts of urobilinogen are excreted in the 
stool (sometimes also in the urine). The indirect van den 
Bergh test is positive. Since bilirubin bound to protein 
cannot be excreted by the kidney, bilirubin or bile salts 
are not present in the urine. One of the first signs of a 
hemolytic crisis in hemolytic anemia is the finding of 
large amounts of fecal urobilinogen. 

In hepatocellular jaundice, normal amounts of bilirubin 
are formed. There is decreased absorption of bilirubin 
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from the blood stream by the liver cells, which results in 
an increase in indirect-reacting bilirubin, as demon- 
strated by the quantitative van den Bergh reaction. With 
liver damage, there also may be rupture of the small bile 
canaliculi with reabsorption of bilirubin that has passed 
through the liver cells, resulting in an increase in the 
direct-reacting bilirubin. Because the amounts of both 
direct- and indirect-reacting bilirubin may be increased 
in liver damage, the qualitative van den Bergh test is not 
of great value in differentiating hepatic from obstructive 
jaundice. Bilirubin is excreted into the intestine where 
urobilinogen is formed and absorbed back into the portal 
circulation. With relatively little damage, the liver is un- 
able to re-excrete urobilinogen, which results in the ex- 
cretion of increased amounts of urobilinogen in the 
urine. Because of increased amounts of direct-reacting 


bilirubin, bile is usually present in the urine in hepato- 
cellular jaundice. 


64 


In obstructive jaundice, normal amounts of bilirubin 
are formed, pass through the liver cells and are excreted 
into the biliary tree. Because of obstruction, bilirubin 
does not enter the intestinal tract, none or very little 
urobilinogen is formed, and none or little is excreted in 
the urine. As a result of rupture of the bile canaliculi, a 
large amount of direct-reacting bilirubin is reabsorbed 
into the systemic circulation. The kidney can excrete the 
direct-reacting bilirubin since it is not bound to protein; 
thus bilirubin is present in the urine. Since bilirubin 
does not enter the intestinal tract, the stools do not con- 
tain urobilinogen and are clay-colored. 


Types of Jaundice 


The types of jaundice have been classified by a num- 
ber of different workers. Rich recognized two types: re- 
tention and regurgitation. Retention jaundice is caused 
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by an overproduction of bilirubin plus subnormal liver 
function. Regurgitation jaundice isa result of rupture of 
bile canaliculi. The rupture may be caused by necrosis 
of liver cells due to hepatocellular damage from any 
cause, or it may be due to obstruction of the bile ducts. 
The difficulty with Rich’s classification from a clinical 
standpoint is that it does not differentiate between the 
two most important types of jaundice, namely, hepato- 
cellular and obstructive jaundice. 

McNee classified jaundice into four groups: hemo- 
lytic, hepatic, obstructive and mixed. Obstruction is 
rarely in the liver itself, as in biliary or Hanot’s cirrhosis. 
It may be in the hepatic ducts due to stones or neo- 
plasm or plugging with inflammatory exudate (cholan- 
gitis). Most frequently it is in the common bile duct. 
Stone, stricture, carcinoma of the ampulla of Vater or 
head of the pancreas or pressure from lymph nodes, 
each may cause common bile duct obstruction. McNee’s 
classification is the most useful clinically, in that it dif- 
ferentiates medical (hepatic) from surgical (obstructive) 
jaundice. 

Usually hemolytic jaundice is readily distinguished 
from the other types by the history of the patient, a fam- 
ily history of the condition, the absence of bilirubin in 
the urine, the presence of reticulocytosis and anemia, 
fragility tests and, if necessary, the finding of large 
amounts of urobilinogen in the stool and sometimes in 
the urine. 


The Diagnosis 


History 


The chief problem in making the diagnosis of the 
cause of jaundice is in differentiating hepatic (medical) 
from obstructive (surgical) jaundice. An adequate his- 
tory is the first and most important aid in the diagnosis 
of jaundice; nothing replaces an adequate history. So 
many times when the correct diagnosis of jaundice is 
not made, it is because a careful inquiry into all possibil- 
ities regarding the cause of jaundice was not made. 

Cancer. Patients having carcinoma of the pancreas 
frequently have experienced pain which may be located 
any place in the epigastrium or may be localized in the 
back. Pruritus and thrombophlebitis are common, and 
there usually is weight loss. Many of the patients with 
carcinoma of the pancreas have neurotic symptoms 
which may be misleading. The sudden onset of these 
symptoms in a patient who has previously been well 
and who has not been accustomed to “doctoring” 
should arouse a suspicion of a neoplasm of the pancreas. 

Gallstones. In a patient with common duct stones, 
there frequently is a history of previous attacks of 
jaundice, gallbladder colic, chills and fever, and of pre- 
vious gallbladder surgery. 
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Liver Disease. Commonly, a patient with hepatitis has 
a prodromal period, about one week before the jaundice 
appears, during which he does not feel well. A patient 
with hepatitis is frequently anorexic; his muscles ache ; 
and he may have pain in the liver on any jolting. He 
may have a history of having received injections, plasma 
or transfusion, or of having resided in an area in which 
there has been an epidemic of jaundice. A patient with 
cirrhosis frequently has a history of alcoholism and/or 
poor diet. The possibility of contact with industrial 
poisons or drugs, such as arsenic and the sulfa drugs, 
should be investigated, and an occupational history 
should be obtained from any patient with cirrhosis. The 
presence of jaundice in a sewer worker should at least 
raise the possibility of Weil’s disease. 


PuysicaL EXAMINATION 


The second and next most important step in the 
diagnosis of jaundice, is a complete and careful physical 
examination. According to Courvoisier’s law there may 
be a palpable gallbladder in a patient with a neoplasm of 
the pancreas. Carefu! palpation of the abdomen for an 
abdominal mass should be done. Rectal examination for 
a Blumer’s shelf and a careful search for any evidence of 
migratory thrombophlebitis should be made. Stones oc- 
cur most frequently in obese, middle-aged women. The 
findings on physical examination that are most com- 
monly indicative of hepatitis are delayed costovertebral 
angle punch tenderness, an enlarged tender liver, 
lymphadenopathy, and enlargement of the spleen (10 
per cent of the patients). The presence of cirrhosis 
should be suspected when there is any evidence of 
ascites, spider nevi, liver palms, hepatomegaly or sple- 
nomegaly. 

On the basis of findings from a careful history and 
physical examination, an accurate diagnosis of jaundice 
can be made in at least two-thirds of the patients with 
the condition. However, to confirm the diagnosis in 
these patients and to provide further data in the one- 
third in whom the diagnosis remains in doubt, laboratory 
examinations are conducted. It must be remembered 
that intricate laboratory studies and liver function tests 
are only supplementary to the history and the physical 
examination and in no way replace them. 


LABORATORY STUDIES 


General Principles. There are several principles of 
liver function that merit emphasis and should be con- 
sidered when using the various liver function tests. 

1. The liver has more than 100 functions. In an ex- 
perimental animal, the liver is the only organ for which 
there is no substitute ; removal of the liver results in the 
animal’s death within 48 hours despite any known 
therapy. Since there is dissociation of functional activi- 
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ties of the liver and only one function of the liver may 
be depressed while other functions are normal, several 
tests must be used in studying the liver clinically. 

2. There is a tremendous factor of safety in the liver. 
Seventy-five per cent of the liver can be removed from 
an animal and it will survive. 

3. The liver has remarkable regenerative power. 
When 70 per cent of the liver is removed from a rat or 
dog, 90 per cent of the amount removed will be re- 
generated within a few weeks. 

4. The functional status of the liver is dynamic and 
constantly changing, just as are the pulse rate and blood 
pressure. The prothrombin time that is normal before 
operation may be abnormal postoperatively; conse- 
quently, it is most important to obtain progress liver 
function studies. 

5. Liver function tests are most useful early in the 
course of jaundice. After biliary obstruction has existed 
for some time, there may be changes in liver function 
due to liver damage from the obstruction itself. Chol- 
angitis associated with biliary obstruction may cause 
further liver damage. 

6. Many of the so-called “liver function” tests are 
not actually tests of function of the liver. Some are 
tests of the circulation of bilirubin. It is much better to 
be thoroughly familiar with three or four good liver 
function tests and to use them consistently than it is to 
have an acquaintance with a large number of different 
tests. Table 1 has considerable value in teaching the 
diagnostic approach to a patient with jaundice. These 
are some of the most commonly used tests, but in any 
one case all of the tests are not used. 

Tests of Bile Excretion. The icterus index or better 
still the quantitative serum bilirubin (van der Bergh) 
should be obtained frequently in patients having jaun- 
dice, to determine whether the icterus is remaining 
level, steadily rising, or fluctuating. Stools should be 
examined frequently for bile and blood. 

Duodenal drainage may have diagnostic significance. 
If bile cannot be obtained and blood is obtained, car- 
cinoma is indicated. The finding of calcium bilirubi- 
nate or cholesterol crystals suggests a common duct 
stone. Recently some success has been reported in 
studying the duodenal contents for neoplastic cells 
with the Papanicolaou cytologic technique. 

Jaundice caused by carcinoma of the pancreas is 
usually complete, with a steadily rising icterus, no bile 
on duodenal drainage, sometimes blood on duodenal 
drainage, and no bile in the stool. In hepatitis or 
cirrhosis, jaundice is rarely completely obstructive for 
any length of time, and bile is usually found on duo- 
denal drainage and in the stool. 

Flocculation and Related Tests. The cephalin-choles- 
terol flocculation test was first introduced by Hanger 
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and has had extensive use in the diagnosis of hepatitis. 
False positive reactions occur in a few conditions: 
acute infections, allergic reactions, during the neo- 
natal period and in the puerperium. This test is of 
highest value in the early detection of infectious or 
viral hepatitis and is uniformly positive in hepatitis. It 
is positive in about 50 per cent of the patients with 
cirrhosis or focal liver disease. The physiologic basis of 
the cephalin-cholesterol flocculation test is an increase 
in the gamma globulin and a qualitative change in the 
serum albumin. 

The thymol turbidity test was first introduced by 
MacLaglan. The basis for this test is an increase of the 
gamma globulin and a change in the phospholipids. It 
is positive later and remains positive longer than does 
the cephalin reaction in hepatitis. It is reputed to be 
primarily valuable as a measure of the recuperative and 
reparative powers of the liver and as an indicator that 
active repair is taking place. More than five units indi- 
cates liver damage. 

The zinc sulfate turbidity test has been stu died by 
Conklin and isa rough qualitative measure of th e gamma 
globulin. This test is positive more frequently in liver 
disease than either the cephalin-cholesterol floccula- 
tion or the thymol turbidity test. Among 198 normal 
patients, ‘only four had a zinc sulphate turbidity 
greater than ten units; in 32 patients with cirrhosis, 
only three had a zinc sulfate turbidity less than ten. 
Patients with other conditions that result in an increase 
in gamma globulin, such as lupus erythematosus, mul- 
tiple myeloma, and some infectious’ states, will have a 
positive zinc sulfate turbidity test. 

Prothrombin Value. Prothrombin time may be re- 
duced in jaundice, as a result either of insufficient 
absorption of vitamin K (obstructive jaundice) or of an 
inability of the liver to make prothrombin because of 
liver disease. The prothombin time should be obtained 
in every patient with jaundice so that if operation is 
necessary any increased bleeding tendency can be cor- 
rected before surgery. 

Injection of small doses of vitamin K promptly raises 
the prothrombin time in obstructive jaundice but not 
in hepatocellular jaundice. The prothrombin time 
must be depressed initially for this test to be valid. A 
reduced prothrombin value usually occurs only late in 
the course of severe liver disease, so that the prothrom- 
bin time and vitamin K test have only limited value in 
the diagnosis of jaundice. 

Serum Proteins. The liver manufactures serum albu- 
min and to a lesser extent serum globulin. Early in 
hepatitis, there is an increase in globulin, and about 
two weeks later there is a decrease in albumin; this re- 
sults in a reversal of the albumin-globulin ratio. In 
cirrhosis, similar changes occur but only late in the 
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Figure 1. Flat plate showing Figure 2a and b. Large esophageal varices. 
opaque calculi in gallbladder Figure 2c. Extensive esophageal varices. Despite these varices, the patient was well and had no hemor- 
and in common bile duct. rhage for five years. 
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Figure 5. Liver biopsy in jaundiced patient showing bronchogenic Figure 6. Liver biopsy in patient with a large liver and jaundice. 


carcinoma. Chest x-ray was reported as negative. History of enucleation of eye five years previously for “traumatic 
rupture.” Biopsy of liver showed melanosarcoma. 
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Figure 3a. Barium study of stomach in patient with jaundice associated with carcinoma of mid- Figure 4. Barium meal study of the 
portion of the pancreas. The neoplasm caused some obstruction of the third portion of the duodenum. stomach in patient with jaundice— 


Figure 3b. Wide duodenal loop in patient with carcinoma of the head of the pancreas. demonstrating a cholecystoduodenal 
fistula secondary to duodenal ulcer. 
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Figure 7. Liver biopsy showing marked biliary cirrhosis secondary Figure 8. Liver biopsy in patient with long-standing cirrhosis who 
to carcinoma of ampulla of Vater. : was doing poorly. Biopsy showed a primary hepatoma. 
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disease. Total serum-protein determinations are of no 
diagnostic value but serum albumin and globulin deter- 
minations may be of considerable aid. 

Urobilinogen. The formation of urobilinogen has 
already been referred to in the discussion of circula- 
tion of bilirubin. Most of the urobilinogen that is ab- 
sorbed from the gastrointestinal tract is re-excreted by 
the liver. In liver damage of relatively mild degree, re- 
excretion is interfered with, and urobilinogen is there- 
fore excreted in the urine in large amounts. More than 
two units in Watson’s two-hour method indicates 
severe liver damage. Also an absence or less than one- 
tenth of a unit indicates complete obstruction (bile is 
not getting into the intestine and urobilinogen is not 
being formed). 

Bromsulfalein Test. This is one of the most widely 
used tests of liver function but, in a jaundiced patient, 
it is not reliable. 

Phosphatase. The alkaline phosphatase level of the 
blood is another test of the excretory function of the 
liver. Phosphatase is formed by the osteoblasts and to 
some extent in the liver itself, and it is excreted in the 
bile. With parenchymal liver damage, it is usually be- 
tween 4 and 10 Bodansky units. With common duct 
stone and partial biliary obstruction, it is usually be- 
tween 10 and 20 units. With complete carcinomatous 
obstruction, it is above 20 units. 

Other Tests. The above tests are the ones that are 
commonly used in studying a jaundiced patient. There 
are many other liver function tests—the hippuric acid, 
the galactose tolerance, the serum cholesterol and the 
cholesterol esters, the colloidal gold, the Takata-Ara 
reaction and many other tolerance tests. Again, it is 
certainly much better to be thoroughly familiar with a 
few tests and to use them, than to be acquainted with 
many. 


ROENTGENOGRAPHIC EXAMINATIONS 


The fourth step in the diagnosis of the jaundiced 
patient is roentgenographic examination. A flat plate 
of the abdomen occasionally shows a calcium bilirubi- 
nate stone or possible pancreatic calculi (Figure 1). 
Roentgenograms of the esophagus may show the pres- 
ence of varices in a patient with cirrhosis (Figure 2a, 
b and c). Barium meal study of the stomach may show 
evidence of a widened duodenal loop or an inverted 
figure-3 sign, suggestive of a carcinoma of the pancreas 
(Figure 3a and 6b). Gastrointestinal roentgenograms 
sometimes show other changes (Figure 4)—even evi- 
dence of a primary gastrointestinal neoplasm in the 
stomach or colon in a patient having jaundice due to 
metastatic cancer of the liver. A cholecystogram 
usually is not ordered in a patient with clinical jaun- 
dice. 
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Liver Biopsy 


In 98 per cent of the patients seen early in the course 
of jaundice, the above measures will usually result in 
an accurate diagnosis. In a few cases, diagnosis re- 
mains in doubt, and in some of these, such as those i 
which cancer is suspected, liver biopsy is performed 
(Figures 5, 6, 7 and 8). Liver biopsy should not be at- 
tempted in the presence of sepsis and peritonitis, any 
bleeding tendency, congestive failure, ot when the pa- 
tient is totally uncooperative. 

In a series of about 500 needle biopsies of the liver, 
there have not been any severe or serious complica- 
tions. A few patients complained of pain that lasted 6 
to 24 hours. Two patients developed a bile peritonitis 
lasting 48 hours and gave no further trouble. 

A liver biopsy is not a routine part of the examina- 
tion of every jaundiced patient. It is reserved chiefly 
for those patients in whom the history, physical and 
laboratory findings are inconsistent, and do not give a 
clear-cut diagnosis. 


Classification of Jaundice (Rich) 


I. Retention Jaundice 
A. Anoxemia 
B. Febrile diseases associated with anoxemia 
C. Immaturity of liver cells—icterus neonatorum 
D. Undetermined—Hanot’s cirrhosis 
Il. Regurgitation Jaundice 
A. Necrosis of liver cells 
B. Obstruction of bile ducts 
1. Plugging 
2. Stricture 
3. Pressure 
C. Undetermined—catarrhal jaundice 


Classification of Jaundice (McNee) 


1. Hemolytic (prehepatic). Destruction of large num- 
ber of red blood cells produces excess amounts of 
bilirubin. 

2. Hepatocellular (hepatic). Toxic and infectious 
disturbances of polygonal cells of liver causes in- 
ability to excrete bilirubin. 

3. Obstructive (post-hepatic). There is some obstruc- 
tion to flow of bile (usually a lesion of the extra- 
hepatic bile ducts). 

4. Mixed forms. Initial disturbance, such as obstruc- 
tion, is followed by secondary changes, such as 
hepatocellular damage. 
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Normal cervical epithelium contains glycogen 


and therefore is stained by iodine solution. Diseased epithelium— 
including cancer—lacks glycogen and therefore remains unstained. 
This is the basis of a test in which the uterine cervix 


AND E. G. NORA, JR., M.D. 


Dr. Jerome D. Solomon Memorial Research Foundation 


In 1929, ScHmLER published a paper which, among 
other observations, mentioned the fact that normal 
cervical epithelium will stain brown when painted with 
a watery solution of iodine. This is based on the fact 
that cervical epithelium contains glycogen and takes 
up iodine. If the epithelium is carcinomatous, it nei- 
ther produces nor stores glycogen. Thus, if carcinoma- 
tous epithelium is painted with a watery iodine solu- 
tion, it remains unstained. 

This reaction to iodine painting serves as a means of 
differentiating between normal epithelium and epithe- 
lium that is involved in a pathologic process that may 
or may not be visible to the naked eye. The area that 
fails to take the stain when the cervix is painted with 
iodine solution is the abnormal area and should be 
biopsied. The specimen should be taken at the junc- 
tion of the stained and nonstained tissue. 

Other conditions prevent glycogen storage in the 
epithelium of the cervix. The deficiency in glycogen, 
though characteristic, is not specific for carcinoma. 
Thus, the iodine test is a “screening” method and also 
shows the area for biopsy. Biopsy and microscopic ex- 
amination will determine whether the lesion is carci- 
noma or one of the following changes: 
|. Hyperkeratosis of the squamous epithelium 
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New Methods and Concepts of the Schiller Test 


BY AUGUST F. DARO, M.D., HARVEY A. GOLLIN, M.D. 


and the Departments of Obstetrics and Gynecology, Cook County Hospital and Columbus Hospital, Chicago 


is simultaneously cleansed of mucus and stained by squirting it 
with a watery iodine solution. 


caused by prolapse. The difference between iodine 
staining in carcinoma and in hyperkeratosis of pro- 
lapse can be made tentatively in many cases by the 
characteristic white patches. 

The white patches in carcinoma start at the junction 
of the squamous and the columnar epithelium. There 
is no difference if the junction is at the vaginal surface 
of the cervix, or coincides with the external es (the 
normal location for the junction) or lies within the 
cervical canal. The demarcation of the white area in 
carcinoma is usually sharp and linear. In hyperkerato- 
sis of prolapse, the white zone is not sharp and linear 
and a transitional zone of yellow to light brown is pres- 
ent. The white area in carcinoma may remain un- 
changed for long periods of time, while in hyperkerato- 
sis it may change quite frequently. In hyperkeratosis 
from prolapse, there may be two or more areas, which 
may appear and disappear, fuse or vanish. 

2. Syphilis in the second or third stage may produce 
hyperkeratosis associated with chronic inflammatory 
infiltration of the subepithelial cervical stroma. This 
lesion is almost identical in appearance with surface 
carcinoma, but it is so rare that from a practical stand- 
point it has little importance. 

3. Erosion shows different behavior, depending up- 
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Figure 1. The cervix is cleansed and stained by squirting it with a 
watery solution of iodine. 


on its stage. In simple erosion, due to the loss of sur- 
face epithelium, the surface of denuded cervical stroma 
is of a deep red color from inflammatory hyperemia and 
hemorrhage. The surface does not change color by ap- 
plying iodine. In the first stage of healing, when the 
surface is covered by columnar epithelium and gives a 
shiny red appearance, it again fails to accept the stain. 

In the second stage of healing, when again epitheli- 
um forms the surface of the erosion, staining character- 
istics vary with the thickness and maturity of the squa- 
mous epithelium covering the surface and the under- 
mining cervical glands. In the final stage of healing, 
when the squamous epithelium has plugged the under- 


mining cervical glands, the epithelium stains normally 
with iodine. 

4. Loss of glycogen in the upper portion of the 
squamous epithelium by trauma. 

5. In some cases, there is a zone of sharply demar- 
cated hyperkeratosis of idiopathic character. It is not 
associated with prolapse or syphilis, and a cause for its 
existence cannot be found. The prevailing impression 
is that this change is local and congenital in origin. 

If the iodine test is applied only in cases that appear 
to be suspicious, it loses its main purpose in bringing 
visibility to otherwise invisible developing carcinoma. 


A New Method for the Schiller Test 


The test is simple, needs no special instruments, 
causes no discomfort and takes only a few minutes. 
There are a few pitfalls that can easily be avoided. The 
vaginal portion of the cervix should be cleaned to avoid 
adherent mucus that prevents the iodine from acting 
on the surface epithelium. The iodine has to be a wa- 
tery solution. Best results are achieved with the use of 
0.3 to 1 per cent solution of pure iodine. 

Schiller recommended a cotton swab for both clean- 
ing of the cervix and applying the iodine solution. 
Cleaning the surface with a cotton swab entails the risk 
that, besides removing mucus, the epithelium may also 
be removed. Sodium bicarbonate has also been used 
but, again, it may cause damage. Hendrickson recom- 
mended the use of an atomizer but, because of its low 
pressure, it cannot remove the adherent mucus in all 
cases. 

The problem is solved by filling a 10-cc. Luer Lock 
syringe with the iodine solution. This is squirted on 
the cervix through a 25-gauge needle (Figure 1). The 
pressure may be varied by increasing or decreasing the 
pressure on the plunger of the syringe. This method 
rapidly and efficiently cleanses and stains the cervix 
with a single action. 

This test is not recommended as a replacement for 
cytologic study. It can be used for selecting sites for 
biopsy where a positive cytologic study has been re- 
ported. Where cytologic studies are not performed, 
the Schiller test with biopsy may lead to an early diag- 
nosis of cervical carcinoma. 
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Delta 1 dehydro-hydrocortisone and metacortandracin 
are more potent per unit of weight than either cortisone 

or hydrocortisone. The symptoms of rheumatoid arthritis 

- are ameliorated promptly following the oral administration 


~ of metacortandracin or delta 1 dehydro-hydrocortisone. Patients 
N obtain subjective and objective relief. Selected patients 
who are especially prone to develop sodium and water retention 
following the administration of pituitary ACTH, cortisone 


or hydrocortisone do not retain sodium and water 


in Rheumatoid Arthritis 


when treated with either of these new sterords. 


Metacortandracin and Delta 1 Dehydro-Hydrocortisone 


BY TOM D. SPIES, M.D., ROBERT E. STONE, M.D. AND HENRY A. SPIES, JR., M.D. 


Northwestern University Studies in Nutrition at Jefferson-Hillman Hospital, Birmingham, Alabama. 


RHEUMATIC DISEASES are the most common causes of 
chronic illnesses in our country. They cripple a vast 
number of our population but kill relatively few. Since 
we are concerned with working out methods to keep 
people on their jobs or to enable them to recover the 
positions they left because of illness, “‘rheumatism” has 
taken on a pre-eminence in our work. 

For many years we have studied the general nutri- 
tional and metabolic aspects of various rheumatic dis- 
orders. During the course of our investigations we have 
studied the effects of salicylates, pituitary ACTH, 
cortisone, hydrocortisone and many other substances 
on the general clinical condition of the patient and on 
his nutritional and metabolic processes. 

In some people, one of the complications of cortisone, 
hydrocortisone and ACTH therapy is the retention of 
sodium chloride and water. For a long time it had been 
obvious to us and to others that it would be a great step 
forward to have steroids with antirheumatic activity that 
did not produce salt retention in such susceptible 
people. Recently the Schering Corporation has synthe- 
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sized two such steroids, and Bunim, Pechet and Bollet 
have made a fine report on them. 

In order to make a comparative evaluation between 
cortisone and the new steroids, we obtained meta- 
cortandracin from the Schering Corporation and delta 
1 dehydro-hydrocortisone from the Pfizer Laboratories 
and began a study of their effects on severe forms of 
rheumatic disease. The most common form of severe 
rheumatic disease in our clinic is rheumatoid arthritis, 
and it is this group of patients to whom the steroids 
were given first and with whom this paper is concerned. 

All patients were selected because of our previous 
knowledge of them and because we had so much scien- 
tific and historical background concerning their pro- 
longed disability, the severity of the process, and their 
response to therapy. A complete study of each patient 
was made, including a thorough, general physical 
examination and intensive nutritional and metabolic 
studies. Since the amounts of the steroids available were 
limited, we stopped therapy after treating a patient long 
enough to produce an amelioration of the symptoms. 
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Figure 1. 


Delta 1 Dehydro-hydrocortisone 


Four patients were selected and treated with delta 1 
dehydro-hydrocortisone (Figure 1). While we were 
making baseline determinations on the four selected 
subjects, we began to familiarize ourselves in a relative 
7 sort of way with delta 1 dehydro-hydrocortisone and 
A integrate it into our background of experience. We 
made comparative evaluations on other patients of its 
effect on eosinophils (Figure 2) and on sedimentation 
rate (Figure 3). 


at RELATIVE OECREASE IN CIRCULATING EOSINOPHILS IN A PATIENT 
FOLLOWING ADMINISTRATION OF CERTAIN ANTI-RHEUMATIC MATERIALS 
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Figure 4. Film showing changes of rheumatoid arthritis—deminer- 
alization of bones, narrowing of joint spaces. 


The following representative case summary will suf- 
fice for the four, since the response in each patient was 
essentially the same. 

Illustrative Case. C. J., a 70-year-old machinist with 
crippling arthritis, was first brought to us for treatment 
in 1950. He gave a history of having been in good 
health until 14 years previously when he first had 
severe pain and stiffness in the neck. It subsided after 
several days but recurred frequently. Four years later 
he noticed pain, swelling, tenderness, and stiffening in 
the hands, elbows, shoulders, knees, ankles and feet. 
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Figure 5. Appearance of patient’s feet and ankles after cortisone 
therapy. Note edema. 


Within a few weeks he noticed loss of appetite, weak- 
ness and deformities and limitation of movement in his 
joints. The disease progressed slowly and steadily ; the 
many types of therapy he tried, including salicylates, 
were not satisfactory. At the time of his admission he 
was suffering great pain in the joints of his hands, 
arms, legs and hips. He had difficulty in rising from a 
sitting position, in walking and in changing his clothes. 

Physical examination showed dorsal kyphosis with 
some limitation of motion of the cervical spine in all 
directions. There was enlargement, swelling, deform- 
ity, limitation of movement, tenderness and weakness 
in the hands, wrists, shoulders, knees, ankles and feet. 
His hands were most severely affected. His fingers 
were deviated to the ulnar side and could not be com- 
pletely flexed or extended. There was extensive atrophy 
of the intrinsic muscles of the hands, the radial group 
of the forearms and the extensor group of the thighs. 
About the knee joints fluid was increased. There were 
three or four slightly tender subcutaneous nodules on 
both plantar and dorsal aspects of the fingers and 
thumbs. His hands were swollen. Over the upper por- 
tion of each ulna, the heels, the medial aspect of the 
first metatarsophalangeal joints, and the dorsum of the 
toes of each foot, there were firm, tender nodules. He 
moved very slowly and could rise from a sitting to a 
standing position only with much difficulty. He walked 
with a wide base, short steps and little movement at the 
knees and ankles. 

The erythrocyte sedimentation rate remained ele- 
vated throughout the baseline studies, and radiography 
showed demineralization of the bones, particularly of 
the hands and feet, with narrowing of the joint spaces 
and obvious deformities (Figure 4). 
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Figure 6. Appearance of feet and ankles after therapy with delta 1 
dehydro-hydrocortisone. Note that there is no edema. 


Great relief of the aching and soreness of his joints 
promptly followed the administration of ACTH. He 
could open and close his hands with comparative ease, 
the stiffness of his ankles disappeared, and he could 
walk upstairs without difficulty. His gait became 
normal, his weakness disappeared and his appetite in- 
creased. After the administration of 240 clinical units of 
ACTH intramuscularly in divided doses over a period 
of four days, pitting edema developed and his body 
weight increased 8 pounds. Therapy was discontinued, 
and within four days the edema disappeared and his 
body weight returned to the pretreatment level. Two 
weeks later he relapsed and was given a total of 700 
mg. of cortisone intramuscularly in divided doses in 
five days. Again his symptoms were alleviated, pitting 
edema developed, his body weight increased, and 
therapy was discontinued. 

For the past five years he has had interval therapy 
with ACTH or cortisone. He returned to work and 
continued working until three years ago when he re- 
tired. Since that time he has been very active around 
home doing much of the housework as his wife is a 
semi-invalid. 

At the time therapy with delta 1 dehydro-hydro- 
cortisone was initiated, he was in relapse and his 
symptoms and the laboratory findings were similar 
to those described heretofore. In a period of nine 
days he was given a total of 195 mg. of this material 
orally in divided doses (5 to 10 mg. per dose at six- 
hour intervals). Within 24 hours, relief of the pain and 
aching in his joints was almost complete. Within 48 
hours, relief was complete and he had a great deal more 
movement in his joints. He could raise his hands com- 
pletely over his head and could arise from a sitting to a 
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standing position with ease and walk without difh- 
culty. He could move the joints of his fingers more 
freely, and even when he exercised his fingers manually, 
as he did each day, it caused him no pain. The nodules 
on his hands became softer (he believes that if therapy 
had been continued they would have disappeared). 
About two hours after each dose he had cramping and 
distress in his stomach which persisted for two or three 
hours. On the fifth day he had a sudden and great 
increase in appetite, and he thinks he ate more that 
day than he ever had eaten in one day in his life. 
There was no elevation in blood pressure during 
therapy, and at no time did edema develop nor did his 
body weight increase above the pretreatment level. 
Figure 5 shows the appearance of his feet and ankles 
after cortisone therapy, and Figure 6 after therapy with 
delta 1 dehydro-hydrocortisone. Figure 7 shows the 
comparative effect of cortisone and delta 1 dehydro- 
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hydrocortisone on some of the factors of electrolyte 
metabolism. 

On the ninth day of therapy when the dose was re- 
duced to 5 mg., he had a slight recurrence of aching in 
his hands. Considerable relief continued until the 
eighth day after therapy was terminated. He has 
“nothing but praise for this medicine.” He considers it 
the best treatment he ever has had because it gave him 
relief more quickly, because for the first time relief of 
the aching and pain in his joints was complete, and 
because it did not make him “swell up.” 


Metacortandracin 


Metacortandracin (Figure 8) was given to each of 
four patients selected, using the same criteria as in the 
other series. At the same time that baseline observations 
were being made on these patients, we made special 
studies on still other patients to fit our experience with 
this substance into the background of our previous 
work (Figure 9). 

The following case is representative of the four. 

Illustrative Case. W. A., a 69-year-old workman, first 
came to us in 1950 with severe rheumatoid arthritis 
involving his hands, wrists, elbows, shoulders, knees, 
ankles and feet. The neck and hips were less severely 
involved. At that time his illness had lasted two and a 
half years. It began with acute pain in his right shoulder 
which responded to sedation. He had several recur- 
rences of pain in the right shoulder during the next few 
months; then the other joints became involved. Stiff- 
ness, pain and swelling of the joints became increasingly 
severe and forced him to discontinue working. Salicyl- 
ates and other medications gave him little relief. 


METACORTANDRACIN 
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When we first saw him, any movement caused him 
severe pain. He had the greatest difficulty in rising 
from a sitting position and in raising his arms. His 
hands, wrists, feet, ankles and knees were swollen, and RELATIVE DECREASE IN CIRCULATING EOSINOPHILS 
movement of the affected joints was limited. There was ADMINISTRATION OF CERTAIN ANTISRHEUMATIC MATERIALS 
moderate limitation of movement in his shoulders. For 7 Tahar cathe 
two months he had spent his time in a wheel chair. ES 1600, PITUITARY ACTH 

The erythrocyte sedimentation rate was 46 mm. per sree 
hour. Radiography of the affected joints showed soft 
tissue swelling and narrowing of joint spaces (Figure 
10). 

After a week of observation and study, he was given 
15 mg. of ACTH intramuscularly four times a day for 
four days. Great improvement in joint function and re- 
lief of pain occurred within 24 hours, and within 48 
hours he could close his hands with ease and walk up 
and down stairs. Pitting edema developed on the third 
day, his weight increased, and therapy was discon- 
tinued after four days. Within 48 hours after stopping 
therapy, he had a profuse diuresis, the edema rapidly 
subsided, and his weight returned to pretreatment level. 
Four weeks later he relapsed and was given intramus- 
cularly a total of 1,000 mg. of cortisone—300 mg. a day 
for two days and 100 mg. a day for four days. Prompt 
relief of pain and improvement in joint function fol- 
lowed, and the erythrocyte sedimentation rate de- 
creased. During this period of therapy, the body 
weight rose from 170 to 179 pounds and he developed 
pitting edema (Figure 11). After therapy was discon- figure 10. Film in second case, showing narrowing of joint spaces 
tinued, his edema disappeared and his body weight — due to rheumatoid arthritis. 
returned to pretreatment level. 

By interval treatment with cortisone and ACTH, he 
has been kept out of a wheel chair and has been able to 
be moderately active around his home and in his 
garden. After either ACTH or cortisone therapy, pit- 
ting edema developed and his body weight increased. 

On two occasions he gained 20 pounds in body weight, 
and his blood pressure increased slightly but definitely 
during therapy with either cortisone or ACTH. 

Metacortandracin was administered when he was in 
relapse. He was having severe soreness of the joints of 
his hands, arms, elbows, neck, knees and feet. He was 
unable to turn his head or raise his arms more than 
half way to his shoulders. He could rise from a sitting 
position only with great difficulty and with the aid of 
two canes. His gait was slow and he could not go up 
and down steps or get in and out of a car without aid. 

Movement of his hands was limited; he could close 
them only half way and had difficulty grasping objects. 
His feet, ankles and knees were swollen. 

A total of 200 mg. of metacortandracin was given 
orally in ten days (5 mg. every six hours). Twelve hours 
after treatment was started, he began getting relief of 
the soreness in his joints. He was able to sleep more 
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Figure 11. Although cortisone caused improvement in the patient's 
arthritis, edema was a troublesome complication. 


than he had for a long time. On the second day of 
therapy, he was able to walk with greater ease, there 
was less swelling in all the involved joints, and he had 
freer range of motion in his shoulders. The swelling of 
his joints continued to subside. By the third day of 
therapy, he could rise from a sitting position, walk up 
and down steps and get in and out of a car without 
aid. By the fourth day, no soreness and only slight 
swelling of his joints remained. He could put on his 
shoes and close his hands completely. On the fifth 
day he volunteered that all the soreness of his joints 
was gone. As the aching of his joints was relieved, his 
appetite increased, he was able to get more rest and his 
general sense of well-being increased. He considers 
this treatment “the finest I ever had” because relief of 
soreness in his joints was complete and “the swelling 
of my legs went down instead of getting worse.” 

No significant change in blood pressure or body 
weight occurred while he was on therapy. The erythro- 
cyte sedimentation rate decreased. The comparative 
effect of cortisone and metacortandracin on the erythro- 
cyte sedimentation rate is shown in Figure 12 and on 
some factors of electrolyte metabolism in Figure 13. 

It might be said that these new steroids produce 
all the complications that arise from an overdose of 
cortisone or hydrocortisone or ACTH except that 
they do not promote sodium and water retention. 

This study was aided by grants from the Birmingham Citizens 
Committee Fund and The Ireland Foundation, Inc. 

The metacortandracin used in this study was furnished through 
the courtesy of Dr. Edward Henderson of the Schering Corpora- 
tion; the delta 1 dehydro-hydrocortisone was furnished through the 
courtesy of Dr. Michael Carlozzi and Dr. H. W. Rudel of the 
Pfizer Laboratories. 

The authors wish to thank Miss Jean Grant for making dietary 
assessments and controls and Miss Frances Prudich, Miss Alice 
Rogers and Miss Monette Springer for their valuable assistance. 
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In a wide experience with treatment of scalp wounds 


during the past 13 years, a simplified technique of treatment 
has been used effectively. It has the following features: 
(1) simplicity, (2) absence of need for special technical training 
and equipment and (3) minimum of discomfort 

_and apprehension for the patient. Three innovations are: 
(1) the scalp is not shaved, (2) local anesthesia is not used 


Washington, D.C. 


WITH THE EXCEPTION of wounds of the hands, traumatic 
wounds of the scalp are probably more frequent than 
any other single type of contusion-laceration inflicted 
upon the surface of the body. 

In spite of the frequency of scalp wounds, and the 
associated problem of hair and scalp dirt, there has 
been no appreciable attempt to improve or simplify 
the method of treatment of these injuries. Most writings 
on the subject follow a familiar line—the usual method 
of care—shave scalp, clean and débride wound, insert 
drains, suture, and apply some type of dressing. 


Anatomy 


A review of the anatomy of the scalp with its blood 
supply may help to show the reason for infrequency of 
infection in these wounds when properly handled. 

The first and third layers of the scalp, namely the 
skin and the epicranius muscle, are firmly united by 
fibrous processes that pass from the skin through the 
second, or subcutaneous fatty layer, to the epicranium. 
This intimate association of layers usually produces a 
“clean” type of wound in scalp lacerations (Figure 1). 
This is distinctly different from wounds of the abdomen 
or the extremities, wherein there is retraction of the 
muscle from the fascia, the fascia from the fatty layer, 
and the fatty layer from the skin (Figure 2). 
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and (3) dressings are not applied. 


Treatment of Traumatic Scalp Wounds 


BY |. PHILLIPS FROHMAN, M.D. 


The blood vessel arrangement of the scalp is also 
strikingly different from that of any other part of the 
body. The vessels are supported in a loose cellular 
layer that lies between the scalp and the pericranium. 
The vessels lie immediately within the tough, inelastic 
layer of the subcutaneous tissue, which in turn is com- 
prised of strong, short, fibrous septa containing small 
granular fat lobules. This peculiar anatomic relation- 
ship of blood vessels explains the fact that approxima- 
tion of the margins of an incision or laceration prompt- 
ly controls bleeding. The blood supply of the entire 
area is dependent upon two main arteries—the internal 
carotid for the frontal area and the external carotid for 
the remainder of the scalp. These arteries anastomose 
quite freely. 

This arrangement of the blood supply helps the 
scalp to survive even though a considerable portion of 
the scalp may be detached from the cranium. More- 
over, it is unnecessary to do extensive débridement of 
scalp tissue when it is injured. Débridement was not 
done in the scalp wounds that are the basis of this 
report. 


Material Studied 


From 1941 to 1954, 765 wounds of the scalp were 
treated. Using 14 years as the point of division, 301 
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Figure 1. The layers of the scalp are intimately united. Conse- 
quently, wounds tend to show a clean division. 


wounds were in children and 464 wounds were in 
adults. The wounds are classified as: (1) superficial 
(those including skin and fatty layers), (2) deep (in 
which all three layers are involved) and (3) complete 
(in which actual avulsion of the scalp occurs). On this 
basis, there were 620 superficial wounds, 118 deep 
wounds, and 27 complete wounds. The length of 
wounds varied from 2.5 centimeters to 15 centimeters. 

Wounds seen in this study were caused by a variety 
of objects, including glass, slate, rough or smooth stones 
and bricks, blackjacks, sandbags, moving crane buckets, 
steel beams and falling timber. Most of the wounds 
were of the “‘clean”’ type. 

In scalp lacerations there is very little need for trim- 
ming the wound edges, since with the technique to be 
described the edges come together readily and correctly 
in spite of their irregularity. Nor has it been necessary 
to ligate blood vessels to provide hemostasis in any of 
the “superficial” or “deep” cases. 


Treatment 


Following inspection of the wound, a complete 
cleansing is accomplished using a 1:1000 solution of 
hexylresorcinol (soap and water or normal saline solu- 
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Figure 2. By contrast with scalp wounds, a wound elsewhere in 
the body shows retraction of muscle from fascia, fascia from fatty 
layer and fatty layer from skin. 


tion may be used) to wash out scalp dirt and other 
foreign particles. The scalp is not shaved, nor is any 
attempt made to remove the hair at the edges of the 
wound. Any hair falling into the wound is gently 
picked out with tissue forceps and placed aside; none 
of the hair is shaved or clipped. X-rays of the skull are 
taken in all traumatic wounds of the scalp. The wound 
is then dusted with sterile oxytetracycline powder. 

If the wound is of the “superficial” or “deep” type, 
the skin edges are then approximated with Michel 
clips placed approximately % inch apart (Figure 3). 
Sutures are not used. With proper and firm placement 
of the Michel clips, hemostasis occurs immediately, 
and the scalp edges come together completely and 
without inversion of the edges. Local anesthesia is not 
used, nor is it needed. 

In the event of avulsion of the scalp, following 
cleansing of the wound and x-ray examination and 
dusting with oxytetracycline powder, the muscles and 
fascia are closed with 00 chromic catgut, more powder 
is dusted into the wound and the clips are applied for 
approximation of the skin edges. 

Dressings are not applied. The hair is simply pulled 
over the area, thus covering the Michel clips and the 
laceration. When hair is not present, 3x3 gauze squares 
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Figure 3. Repair of scalp wound with Michel clips. Note that scalp 
has not been shaved, and hair does not interfere with closure of the 
wound, 


are placed over the wound, and a stockinette cap is 
made for the head. 

A routine practice in the definitive care of these pa- 
tients is the use of tetanus antitoxin, tetanus antitoxin 
and gas bacillus vaccine, or tetanus toxoid. The vac- 
cine used depends upon the circumstances of the in- 
jury, previous booster injections of toxoid and other 
factors. 

The patient is instructed to return to the office in 24 
hours. Then, if a firm crust is present, the Michel clips 
may be removed in most instances (469 in this series) 
at this time. ‘The patient is instructed to avoid trauma 
to the scalp when combing or brushing the hair. 

In those lacerations where the Michel clips were not 
removed within the first 24 hours, the patients were 
instructed to return the following day, and after this 
48-hour period the clips were removed. Since 1949, 
clips have not been allowed to remain in the scalp 
after 48 hours. Separation of the wound edges was not 
observed in any of the cases. 

All patients are warned to keep the scalp dry and 
not to wash the hair or scalp for at least five to seven 
days. A final examination of the wound is done in five 
days, and the patient is then discharged. There were 
two cases of hematoma necessitating aspiration. Drains 
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have not been used in these scalp wounds since 1949. 

Penicillin, 500,000 units, is administered to those 
patients with a negative history of penicillin allergy, 
and a second injection may be given within 24 hours, 
depending upon the severity of the wound, the amount 
of dirt found in the wound and the extent of trauma- 
tized tissue. 


Teaching Fracture Treatment 


THE PROMULGATION and widespread adoption of sound, 
acceptable orthopedic concepts is imperative if the rational 
management of fractures in the United States is to make 
substantial headway. In great measure, this can be facili- 
tated by basic changes in the methods of teaching ortho- 
pedic surgery, on both undergraduate and postgraduate 
levels. The young orthopedic surgeon must be guided in 
fracture treatment as he gains experience. Since most frac- 
tures in the United States are treated by general practition- 
ers, it is the obligation of recognized orthopedic surgeons 
to teach non-specialists at county medical society meetings 
the importance of instituting orthopedic programs to meet 
the needs of the general practitioner. In order that the two 
groups may work effectively together toward a common 
objective, the participants in the program should first be 
consulted as to the requirements of the medical audience. 
The county medical society meeting is an excellent place to 
conduct “fracture clinics” and to establish the importance 
of down-to-earth question-and-answer sessions. 

While it is true that a number of orthopedic groups 
throughout the country have at one time or another at- 
tempted to foster an improved orthopedic methodology, 
their efforts, although successful in one sense, have never 
been as widespread and deserving as the needs of the situa- 
tion demanded. Nonetheless, the goals have been commend- 
able, even though the achievements have been limited. I 
would like to propose an expansion of the aspirations of my 
predecessors in the field of orthopedic education. The vari- 
ous heads of representative orthopedic groups should be 
urged to establish liaison with county and local medical 
societies in an effort to develop programs wherein the 
teaching of proper fracture management is brought directly 
home to general practitioners in their own communities. 
Establishment of such meetings, by attracting orthopedic 
specialists to the area, would bring many family physicians 
into the main stream of modern orthopedic knowledge. 
Attempts to induce physicians to travel hundreds of miles 
to attend specialized orthopedic meetings have, at least in 
the past, often been characterized by indifferent attend- 
ance. If more specialists would go out of their way to reach 
the general practitioner in his own locale, it is not too 
much to expect that the quality of fracture treatment in 
the United States would be enhanced immeasurably. 

—Cuartss N. Pease, M.D., J.A.M.A., 156:805, 1954. 
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The principal effects of testosterone are (1) protein anabolism 


with formation of muscle and bone matrix: (2) growth; 


and (3) changes in the secondary sex characteristics. We use onc 
of these effects to promote muscle building in the patient 

with a wasting disease, and recalcification in osteoporosis. 
Another effect is used to stimulate growth in the thin, retarded child. 
Still a third effect is used to promote genital growth in the 
self-conscious boy whose puberty has been delayed, and in women 

to make youthful the vagina and urethra, so that they are resistant 
to the irritation and infection of cystourethritis. 


The Clinical Use of Testosterone 


BY FRANK HINMAN, JR., M.D. 
Department of Surgery-Urology, University of California School of Medicine 


San Francisco 


ANDROGENS have many important uses, which more 
than outweigh abuses. From my point of view as a 
urologist, I will try to show the reasons behind the 
good uses and the waste in the bad ones. 


Experiments of Nature 


To appreciate what really large doses of androgens 
can do to human beings, let us look at some experi- 
ments of nature. In these, overdosage is due to tumor 
or hyperplasia of either the testis or the adrenal, both 
of which ordinarily excrete moderate amounts of 
androgen. 

In the male child, a tumor of the interstitial cells 
of the testis by making excess testosterone produces 
three obvious changes (Figure 1). The first is growth; 
the child grows too fast (although in the end his 
epiphyses will close too soon and he will be too short). 
Secondly, protein anabolism puts on muscle. You 
know the infant Hercules type. And thirdly, the penis 
grows, hair appears in the proper places and the 
voice becomes deep—all secondary sex changes. 

These same changes can be produced with large 
doses of testosterone injected into a normal boy. But 
don’t expect any such changes in a grown man even 
with very large doses—his target organs have out- 
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grown their susceptibility. He has to have a real defi- 
ciency to have the androgen make any apparent 
difference. 

In the female child, testosterone has the same ac- 
tions as in the boy but with different results. Too 
much masculinization of a developing female results 
in intersexuality. I can illustrate this with the opossum 
(Figure 2). Opossums bear their young at a very early 
age—equivalent to that of a 6-week-old human fetus. 
The young crawl into a sort of pouch where they grip 
the nipples with their mouths and firmly attach them- 
selves for the remainder of their “fetal” development. 
Now, if you rub their abdomens with testosterone, half 
of them, the females, will gradually differentiate into 
intersexes—more masculine than feminine, with little 
penises—and this intersexual state will persist as long 
as they get testosterone. 

Exactly the same picture appears in girls with 
adrenal hyperplasia. Figure 3 shows a 3-year-old girl. 
She was born with a large phallus. She grew rapidly 
and became muscular (the actions of testosterone). 
If untreated, she will become more and more mascu- 
linized. In the original case of adrenal intersexuality 
reported 100 years ago, the Church would not allow 
the masculinized patient to marry a girl because of the 
patient’s female birth registry, and so he drank himself 
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to death. (I must admit that cause and effect are not 
so definite since it took him 20 years to accomplish it.) 

It is interesting that while the amount of hormone 
causes the sexual drive and aggressiveness, the direc- 
tion of that drive is not determined by whether or not 
it is an androgen or an estrogen. Whether these chil- 
dren are raised as girls or as boys will determine 
whether they want to play with dolls or with space 
suits no matter what the predominant hormone. Of 
course, a feminine personality has a hard time in a 
masculinized body. So, before cortisone was available, 
we decided to raise two adrenal pseudohermaphrodites 
as boys. Figure 4a shows the big clitoris. A hypospadias 
repair released a fine penis (Figure 4b). A urethra will 
be made and the child, even though having ovaries, a 
vagina and uterus (Figures 5 and 6), will develop into 
a muscular boy. Even though tall at this age, he will 
be short in the end because of early epiphyseal fusion. 
Estrogens have been tried to change this (Figure 7), 
but they fail, as we can see in this short, husky girl 
with small estrogenated breasts, a deep voice and 
exasperating erections of the amputated clitoral stump. 
She does not menstruate and is sterile. 

Cortisone opposes the pituitary secretion of ACTH, 
which has been stimulating the adrenal to make 
androgens (Figure 8). The androgen level falls to 
normal and the ovary takes over the female endocrine 
balance. Figure 9 shows a girl before and after a year 
of cortisone treatment. Menstruation became regular. 
Note the spontaneous breast development, since her 
ovaries are no longer suppressed by the adrenal 
androgen. This treatment is better than surgical re- 
versal. 

Tumors of the adrenal cortex (Figure 10) usually 
produce either androgens or cortisone. The androgens 
cause masculinization of women, with hirsutism 
(which—like that caused by injecting testosterone— 
is usually slowly reversible after removal of the tumor), 
clitoral enlargement and muscular development. This 
is in contrast to a tumor that secretes cortisone (Cush- 
ing’s syndrome); here muscle breakdown predomi- 
nates—and medicinal testosterone is used therapeu- 
tically to build up the muscles and bones before opera- 
tive removal of the tumor. 

Growth, protein build-up or sexual characteristics 
may need assistance in patients with certain deficits, 
and are the principal uses for testosterone prep- 
arations. 


Dosage Forms 


As you know, testosterone need not necessarily be 
given by daily or weekly injection as testosterone 
propionate. Linguets of methyltestosterone (5 or 10 
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Figure 2. Female opossum, showing the fetuses attached to the nipples. 
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Figure 4. Hypertrophic clitoris in the adreno- 
genital syndrome (age 3 years). A. Before 
first stage hypospadias repair. B. After repair. 
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Figure 3. A 34-year-old female pseu- 
dohermaphrodite (adrenogenital syn- 
drome). 


Phallus with chordee 


Urethral groove 
Hypertrophied labia 


Common urethrovaginal openin 


Figure 5. Diagram of internal genitalia in 
the adrenogenital syndrome. 


Figure 6. a and b. Vaginograms and air cysto- 
grams in two cases of female pseudohermaph- 
roditism. 


Fi 
Figures 3 through 7 cour- 0 
tesy of J.A.M.A., 146:423- 
429, 1951. G 
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CONGENITAL ADRENAL HYPERPLASIA 
Female pseudohermaphrodite 


ment with estrogens. 


4 Figure 9. Female pseudohermaphrodite before treatment and after 
one year of cortisone suppressive therapy. (Courtesy Dr. M. B. 
Goldberg.) 
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mg.), which enters the systemic circulation and so 
avoids inactivation by the liver (Figure 11), are con- 
venient for smaller doses. Be sure the patient doesn’t 
smoke or drink, so that he doesn’t swallow saliva 
containing the drug. For larger doses as replacement, 
the long-acting testosterone cyclopentylpropionate, 
put out in cottonseed oil (1.0 cc. contains 100 mg.) 
need be given only once a month at a cost of about 
four dollars. Pellets implanted under the skin are 
also good, since they last a year or so—although they 
are expensive and their effect is rather irreversible. 

Dangers of Administration. Let me put in here that, 
even though prostatic carcinoma is not actually caused 
by testosterone administration, it is stimulated to grow 
and spread. We must be sure to feel the prostate of 
these patients every six months; otherwise the result 
may be fatal. It is certainly bad practice to give 
testosterone to older men without regularly palpating 
their prostate for carcinoma. 


Clinical Uses 


FEMALE URETHRITIS 


Many women, in or past the menopausal years, have 
urinary burning and frequency without urinary ob- 
struction or infection. Look at the genitalia of these 
women (Figure 12), to see if they have senile vaginitis 
with a pink, dry vaginal mucosa and cherry-red 
urethral meatus, often surrounded by tiny petechiae. 
If they have, give them either stilbestrol suppositories 
of 0.1 mg. or testosterone linguets of 5 mg.. or both. 
for use intravaginally. These substances should be 
given cyclically—for example, 25 days on and five 
days off—to avoid withdrawal bleeding and other 
changes. If other urologic disease has been corrected, 
the response is immediate. Watch out for masculini- 
zation if a higher dose is given (a dose of over 250 mg. 
per cycle); the characteristic female response of in- 
creased libido with testosterone may be appreciated 
by the patient, but the voice changes probably won’t. 


INFERTILITY 


For male infertility, unfortunately we have little 
to give as specific treatment. I shall only mention here 
that for patients with low sperm counts (less than 
20 million per cc.) (Figure 13), who have not re- 
sponded in three months or a year to a conservative 
regimen of large doses of crude vitamin B, thyroid 
substance and the good life on an athletic training 
schedule, a trial may be given of large doses of 
testosterone for two months. This will usually reduce 
the sperm count to zero. Counts made two to 12 
months later may show a significant increase. But we 
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are not yet sure of the value of the rebound phe- 
nomenon, and some patients merely remain at th« 
low level. Unfortunately, even testicular biopsy hasn’t 
helped us select those which might be expected to 
respond. 


Weicut Gain 


Testosterone is valuable for weight gain. The pro- 
tein anabolic effects of testosterone should be ex- 
ploited more often for patients with cachexia. Pa- 
tients with far-advanced carcinoma of the testicular 
interstitial cells do not become wasted, because they 
have lots of circulating testosterone. The chart in 
Figure 14 shows the weight gain of 20 pounds in one 
month in a woman with rheumatoid arthritis. This 
gain is in muscle, not fat, as has been proved at our 
Laboratory of Experimental Oncology. 

Osteoporosis is of course a positive indication for 
testosterone therapy, since testosterone causes laying 
down of bone matrix, with subsequent ossification. 


RENAL FUNCTION 


Animals given testosterone show increase in the 
size of their kidneys, due to increase in the size of the 
proximal convoluted tubule. This appears to be a 
protein anabolic effect. The application of these find- 
ings to human renal disease has been disappointing. 
Perhaps patients with renal failure from cholera are 
helped, but we can’t show that it benefits either the 
patient with chronic nephritis or the one with lower 
nephron nephrosis. 


REPLACEMENT THERAPY 


In eunuchoidism or hypogonadism (Figure 15) 
growth may be slow but, because epiphyseal closure 
is delayed, it results in long arms and legs. It may be 
due to primary failure of the testis itself, in which 
case the pituitary gonadotrophins (measured as FSH) 
are spilled out unopposed in the urine in excessive 
amounts, or secondarily, to lack of testicular stimu- 
lation by a diseased pituitary gland—in which case, 
gonadotrophins in the urine are very low. In either 
case, testosterone in rather small doses because these 
patients are quite sensitive to its action, given con- 
tinuously—probably best as linguets, 10 mg. or so a 
day—will in large part substitute for the testis and 
cause muscular development. lowering of the voice 
and growth of the phallus (Figure 16). In this patient. 
20 mg. of methyltestosterone was used to start devel- 
opment, and then the dose was cut to 5 mg. daily. 
Note the masculinization. Spontaneous erections are 
the best gauge for the size of the dose, three erections 
a day being the normal allowance. 

Delayed puberty is psychologically hard on schoo! 
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SUBLINGUAL METHYLTESTOSTERONE 


Figure 11. 


boys. Testosterone, in judicious doses, will give these 
boys a boost into puberty, so they can shower in the 
gym locker room with equanimity (Figure 17). Re- 
tarded growth too can work psychologic hardships. 
Testosterone will speed up growth and, if given in 
moderate doses with a check of bone age by x-ray at 
regular intervals, will allow full height to be reached. 

The climacteric in the male, because its changes are 
so slow and indefinite contrasted with those in the 
female, is still a suspect diagnosis. This is probably 
because the decline of sexual activity has been pic- 
tured so prominently, when actually the decline in 
reserve energy, resulting in the many symptoms of 
psychoneurosis (fatigue and irritability especially), is 
the principal change. When impotency occurs, it is 
late in the syndrome. 

The testes fail in androgen production, so that 
excess gonadotrophins spill out unopposed in the 
urine (Figure 19). The gonadotrophins can be meas- 
ured by ordering a follicle-stimulating hormone deter- 
mination (FSH) on a 24-hour specimen of urine. 
Excretion of more than 60 mouse units a day is very 
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Figure 12. Female genitalia before and after intravaginal treat- 
ment with testosterone linguets. Note disappearance of red pouting 
mucosa and thin irritated vaginal epithelium. 
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TESTOSTERONE REBOUND PHENOMENON 


2 months 
20 million/ce 
Figure 13. 
suggestive of excess. These men will benefit by tes- 
we in 
—— ps tosterone therapy, controlled by frequent rectal palpa- 
produced by sublingual ji tion for possible stimulation of latent prostatic cancer. 
Methyl testosterone s if Give enough, starting with propionate injections and 
Female, age 7) Ne maintaining the patient on linguets, as much as 40 
Rheumatoid arthritis 72 day. 
They will get physical improvement first, then men- 
N tal alleviation, and finally—and not certainly—im- 
emy estosterone . . . . 
provement in sexual desire and in erections. Vasomotor 
a ; } changes such as hot flashes, apparently due to the 
3 times per week | excess FSH, are helped by giving estrogens along with 


continued medication J Days 10 20 30 40 5SO 60 70 80 the testosterone. 
The other group—in whom no hormonal changes 


Figure 14. Weight gain with testosterone in woman with can be found—have the same symptoms of fatigue, 

rheumatoid arthritis. irritability, depression and nervousness. These symp- 

toms may nevertheless be due to the climacteric, since 

Figure 15. our hormonal tests are not that certain. A trial of 

testosterone may support the diagnosis if the drug is 

2 personality disorders. 

HYPOGONADISM 5 Impotency without testicular failure and without 


signs of metabolic change illustrates this well. In 
eunuchoids, testosterone can produce too many erec- 
tions. In the normal man, however, testosterone has 
no discernible effect on the libido. And in the majority 
of patients complaining of diminishing desire or weak 
and incomplete erections, testosterone has no physi- 
: ologic effect, because these men have deep-seated 
. psychologic reasons for their lack of sexual ability. 
and have testes which are normal enough to produce 
the maintenance amount of testosterone. Testosterone 
ge treatment is without value in cases such as these, and 
; is dangerous besides, since it may stimulate an occult 
prostatic cancer. 
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PRIMARY TESTICULAR PRE-ADOLESCENT EUNUCHOIDISM 
Age 19 17-Ketosteroid 9.5 mgm per day 


FSH excretion normal (positive at 6 mouse units and negative at 18 units.) 


MARCH 1946 APRIL 1947 MARCH 1948 


Methyl testosterone—10 mgm and 5 mgm per day sublingually 
after 20 mgm caused priapism. 


Note genital and somatic development and maturity of facial expression. 
Figure 16. Maturation in preadolescent eunuchoidism with testosterone 


IMPOTENCY 


Figures 14, 16, 17 from Escamilla, R. F. and Gordan, G. S.: 
Scientific exhibit, meeting of AMA, San Francisco, June, 1950. 


Age—1!5 years 9 months Age—I!7 years 2 months 
Bone age—12-13 years Bone age—15-16 years 


Figure 17. Maturation in retarded boy 
with testosterone therapy. 
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In all communities a number of agencies— 
health department, voluntary health agencies, 

practicing physicians, the general citizenry—are interested 

in and have a responsibility for a program of preventive medicine. 
This interest is heightened and the responsibility 

more effectively discharged when all parties plan and work 
together. One mechanism for such cooperative effort 

is a properly constituted public health advisory council. 


The General Practitioner and the Community Health Program 


BY WILLIAM H. F. WARTHEN, M.D., 


AND CHARLES F. O'DONNELL, M.D. 


Towson, Maryland 


IN THE MANY rapidly growing local communities 
throughout the country, the citizens are looking for an 
improved and modern program of preventive medical 
service. Their needs must be considered by the general 
practitioner as well as his ally and helpmate, the official 
health agency. The best results have been obtained in 
those localities where there has been a joint, whole- 
hearted effort by the medical profession and the health 
department. 

Health departments recognize the high value of the 
interest of the practicing physician in the prevention 
of disease, and his eagerness to help his patients to at- 
tain healthful living. The community health program 
can be fully effective only when physicians and others 
take an active part in its planning and execution. In the 
course of their diagnostic and therapeutic work, prac- 
ticing physicians have more opportunities than the 
health department to teach the meaning of the things 
people should do to prevent the spread of disease and 
to attain the maximum in health. 

The family physician who teaches prevention in- 
variably derives greater professional and personal 
satisfaction from his practice. It is just as true that the 
director of health does a better job if he grasps every 
opportunity to get the views of individual practitioners 
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regarding approaches, points of emphasis and methods 
of health education. How fine it is when there is a com- 
plete understanding by the practicing physician and 
the health agency of the “what” and “how” of health 
education, and when both apply these predetermined 
principles every day with mutual respect. The medical 


results can be almost beyond compare. 


A Joint Health Program 


Practicing physicians welcome an opportunity to 
serve the whole community. They usually respond 
readily enough to an invitation to attend the meetings 
of a well-managed health council, to participate in its 
deliberations and to support vigorously in spirit and in 
letter the kind of community health activity recom- 
mended by such an advisory group to the health de- 
partment. Here, meticulous observance of what may 
seem to be minutiae actually has prime significance. 
Some of the important details are: (1) selection of the 
medical representative on the health council by the 
governing body of the medical association; (2) some 
restriction of term of appointment, so that rotation may 
be established; (3) a ratio of general physicians to spe- 
cialists serving, favorable to the general practitioners 
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who carry the bulk of practice; (4) the provision that 
active representatives, when their terms have expired, 
may continue as emeritus members. 

One health council that has been successful includes 
the following individuals and agency representatives: 
(1) two members of the board of health; (2) the presi- 
dent of the medical association and four physician- 
members of the association; (3) three members, de- 
signated respectively by the dental, nursing and phar- 
maceutical professions; (4) one member designated by 
a voluntary health agency; (5) the head of the official 
and the executive secretary of the voluntary social 
service units; (6) the superintendent of public schools 
and the director of parochial schools and appropriate 
members of their official staffs; and (7) the director of 
health and, by invitation, the appropriate members of 
his staff. 

In our community the health council has had an 
active life for many years. The council has originated a 
good many plans that usually, when adopted as pol- 
icies, have made the entire community health program 
highly effective because they represented joint effort 
by private physicians and health department. Many 
new projects, as well as plans for improvement in 
already-existing health department programs have 
been quickly supported by the medical association 
when it was known that these projects and programs 


had been endorsed by the health council. 


Preventive Medicine in General Practice 


There are many ways for a physician to apply the 
principles of preventive medicine and teach his patients 
and their families the value of the prevention of dis- 
ease and disability. There are, however, two outstand- 
ing and highly profitable areas of activity that readily 
come to mind. These are accident prevention and 
rehabilitation. 

Accident Prevention. From the ages 1 to 25 years, 
accidents are now the leading cause of death. The 
physician can do much in accident prevention at all 
ages, but particularly in the very young and in the 
very old. Wheatly points out that organized safety 
campaigns have difficulty in reaching these age groups. 
Here, the general practitioner is in the key position. 
He has the chance to observe and correct hazards in 
his patients’ homes, to suggest precautions to be 
taken by the family in the handling of medications 
prescribed, to wage a personal campaign to reduce 
family susceptibility to accidents, and quickly to sense 
the need for special services of a public health nurse or 
others. For the health department, there remains only 
the function of a catalyzer in attaining maximal acci- 
den: prevention. 
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Rehabilitation. In communities where the health de- 
partment has a medical care program for the less fortu- 
nate segment of the population, the opportunities for 
the practitioner to enlarge upon the principles of pre- 
ventive medicine are numerous and varied. In the 
opinion of one health officer and his medical care ad- 
visory committee of physicians and others, the health 
department’s fundamental reason for such a medical 
care program lies in the increased opportunity for 
service in the field of preventive medicine. 

With the help of physicians, pharmacists and others, 
the program of prevention can be measurably strength- 
ened if methods are devised whereby the practitioner 
can participate in teaching prevention and rehabilita- 
tion to the medically indigent of the community. For 
this needy group, practicing physicians can be chiefly 
relied upon to cover every phase of preventive medi- 
cine. Such participation in the care of the medically 
indigent in turn teaches the physician. He develops 
insight into methods of rehabilitation that can be ap- 
plied equally well in his private practice. 


A bibliography accompanying this article is available upon re- 
quest from the Editorial Office of GP. 


A well-managed health council serves as an incentive for practicing 
physicians to take an active part in the council’s deliberations. Joint 
effort by private physicians and the health department results in a 
highly effective community health program. The general practitioner 
can play a major role in applying the principles of preventive 
medicine in a community. 
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Figure la and Ib. Huge mediastinal mass obliterating the right ant.- 
rior cardiophrenic space. The tumor. was a pericardial celomic cys. 


Pericardial Celomic Cyst 


BY SOL KATZ, M.D. 


THE PERICARDIAL CELOM is formed by fusion of many 
mesenchymal lacunae. Pericardial celomic cysts origi- 
nate from a failure of one of these lacunae to unite with 
the others. The cyst is attached to the parietal layer of 
the pericardium by fairly loose connective tissue and 
does not communicate with the pericardial sac. These 
cysts have a very thin transparent wall and are usually 
spherical and unilocular. They are filled with a thin 
clear, colorless, amber or occasionally serosanguineous 
fluid. Other terms are used to describe this entity, such 
as spring water cyst, clear water cyst, mesothelial cyst 
and mediastinal cyst. 

Most patients are asymptomatic, as the cyst does not 
usually press or displace the heart. Some observers 
have recorded mild symptoms especially when the cyst 
is large. Then there may be precordial pain, shoulder 
or epigastric discomfort, cough, dyspnea, dysphagia or 
palpitation. 

Diagnosis usually depends upon the x-ray examina- 
tion which shows a round or oval mass of uniform 
density with a sharp outer border while the medial 
border blends with the cardiac shadow and cannot be 
separated from it in any view. Most pericardial celomic 
cysts are located in the anterior cardiophrenic angle, 
especially on the right. Transmitted pulsations are 
usually seen, and the shape of the cyst may change 
during the phases of respiration, thereby differentiat- 
ing it from a solid tumor. The lesion may also change 
shape when the patient lies on his side. Pneumoperito- 
neum demonstrates the intrathoracic location of the 
lesion and rules out foramen of Morgagni hernia, even- 
tration of the diaphragm and diaphragmatic tumor. 
Angiocardiography will rule out cardiac dilatation. 

Aspiration of fluid and the introduction of air have 
been suggested for precise diagnosis. Clear fluid will 
be obtained, the thin, unilocular cyst wall will be out- 
lined by air and fail to communicate with the pericardial 
sac. Most thoracic surgeons recommend surgical ex- 
cision of pericardial celomic cysts. 


Figure 2. Surgical specimen was a classical “‘clear water’? cyst. 
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Many of the fatalities after myocardial infarction result 

from preventable complications or ones responding favorably 

to early treatment. Ventricular premature beats should be abolished 
by the use of quinidine to prevent their increase to ventricular 
tachycardia or fibrillation. The shoulder-hand syndrome 
frequently shows complete regression following the early “use 

of stellate ganglion block. The incidence of embolic complications 
can be lessened by the use of anticoagulant drugs. The patient 
who has recovered from a myocardial infarct without complications 
should not be needlessly restricted in his activity. Such unwarranted 
invalidism may be more crippling than the disease itself. 


Some Common 


Complications of Myocardial Infarction 


BY A. HENRY CLAGETT, JR., M.D. 
Chief, Cardiovascular Section, Memorial Hospital 


Wilmington, Delaware 


MYOCARDIAL INFARCTION is a frequent cause of death. 
Many of these deaths, however, are directly due to com- 
plications of the infarct. It therefore is the physician’s 
responsibility to become thoroughly familiar with the 
diagnosis and treatment of the more common compli- 
cations. While no active treatment exists for some — 
such as ventricular rupture—enough is known regard- 
ing the etiology to make prevention an attainable goal. 
Other complications, such as the cardiac arrhythmias, 
are of great importance because they occur frequently 
and respond satisfactorily to early treatment. 


Cardiac Arrhythmias 
AurRICULAR ARRHYTHMIAS 


Auricular premature beats are benign and can be ig- 
nored. Auricular fibrillation and flutter are not common 
complications. They usually occur early in the attack 
and tend to be transitory. One should not be too hasty 
to start treatment; if one delays for 24 hours, there often 
will be a spontaneous return to normal rhythm, and a 
badly damaged heart is spared the added dangers of 
medication. If the ventricular rate is rapid, however, one 
must not wait too long. If he does, the potential danger 
of digitalis will be outweighed by the imminent dan- 
ger of cardiac failure. 
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Case 1. This 59-year-old man had an extensive ante- 
rior myocardial infarction on January 3, 1952. The ECG 
(Figure 1) showed, besides evidence of the infarct, an 
irregular rhythm due toauricular premature beats. This 
irregularity persisted throughout his convalescence 
and, as it caused him no difficulty, no attempt was 
made to abolish these beats. His recovery was com- 
plete and uneventful. 

Case 2. This 54-year-old man entered the hospital at 
8:00 p.M., and his ECG showed evidence of acute poste- 
rior myocardial infarction and auricular fibrillation ; the 
ventricular response was not abnormally rapid (Fig- 
ure 2). The patient received no treatment to abolish 
the fibrillation. A second tracing taken 12 hours later 
shows the rhythm to be regular and of sinus origin 
(Figure 2). The evidence of acute posterior myocardial 
infarction persists. 


VENTRICULAR ARRHYTHMIAS 


These, on the other hand, are usually serious and 
call for immediate therapy. Ventricular premature beats 
of increasing frequency may progress to ventricular ta- 
chycardia. This rhythm is dangerous for two reasons— 
the development of heart failure or ventricular fibril- 
lation. 

Ventricular Premature Beats. Their onset following an 
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Figure 1. Case 1. Persistent auricular premature beats of no prac- 
tical or pathologic significance (lead V-4). 


acute myocardial infarction is a danger signal, and im- 
mediate steps should be taken to abolish them. Smail 
doses of quinidine sulfate (0.2 Gm. every three hours 
by mouth) frequently will be sufficient to restore nor- 
mal rhythm. Should the premature beats persist, how - 
ever, hourly doses, each one increased by 0.2 Gm. to a 
limit of 0.8 Gm., should be given until they disappear. 

If the premature beats are numerous or if ventricular 
tachycardia is present when the patient is first seen, the 
results of studies of blood level suggest that a dosage of 
0.4 to 0.6 Gm. every two hours for five doses may be 
most effective. Procaine amide recently has become a 
popular substitute for quinidine, but there is no un- 
animity of opinion regarding these drugs; quinidine is 
considered by many still to be the drug of choice. 

Ventricular Tachycardia. Several techniques of ad- 
ministering quinidine have been outlined in the pre- 
ceding paragraph. Frequently, however, because of 
vomiting or unconsciousness, it is impossible to give 
the drug by mouth; then parenteral administration is 
necessary. Although there is favorable evidence regard- 
ing the effectiveness of the drug when it is given intra- 
muscularly, one must remember that the dose is not 
subject to control once it is injected. Therefore, I be- 
lieve that the intravenous route is safer than the intra- 
muscular if the drug is well diluted and is given slowly 
with continuous electrocardiographic observation. 

Quinidine gluconate is obtainable in 10 cc. ampuls, 
each containing 0.8 Gm. of the drug. After the drug has 
been diluted with physiologic saline solution or glucose 
in water to 100 or 200 cc., the solution may be allowed 
to enter the vein at a rate of between 20 and 40 drops 
a minute. This injection can be discontinued immedi- 
ately upon abolition of the arrhythmia or the onset of 
any adverse reaction. 

Procaine amide is the subject of many favorable re- 
ports at present. Both of these drugs are powerful and 
potentially dangerous. They should be administered 
intravenously only by one familiar with both the drug 
and the technique. 

Ventricular Fibrillation. Since this arrhythmia usu- 
ally is terminal and of short duration, the most effective 
treatment is prevention by adequately treating ventricu- 
lar premature beats and tachycardia. 

Case 3. This 44-year-old man had an acute, exten- 


sive posterolateral myocardial infarction on January 27, 


1952. His progress was satisfactory and the cardiac 
rhythm was regular until February 26, when numerous 
ventricular premature beats were noted (Figure 3). He 
was given 0.2 Gm. quinidine sulfate four times daily, 
and the first day after such treatment his pulse was reg- 
ular. An ECG taken March 4, showed regular sinus 
rhythm with evidence of healing of the infarct (Fig- 
ure 3). 
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Case 4. This 59-year-old man had a third anterior 
myocardial infarction on March 1, 1952. He had been 
taking 0.2 Gm. quinidine sulfate four times daily be- 
cause of attacks of supraventricular tachycardia follow- 
ing his second infarction in December, 1951. An ECG 
taken at 8:00 a.m., March 3, showed the mechanism to 
be auricular fibrillation with a ventricular response of 
180 a minute (Figure 4). At 11:00 a.m. the mechanism 
was ventricular tachycardia (Figure 4). He was given 
oral quinidine, 0.6 Gm. at 11:00 a.m. and 0.8 Gm. at 
noon. His ECG at 2:00 p.m. showed a return to regu- 
lar sinus rhythm (Figure 4). It is of interest that this 
patient was alive and comfortable more than two years 
after this episode. 

Case 5. This 52-year-old man had an acute posterior 
myocardial iafarction in July, 1948 (Figure 5). On No- 
vember 21, 1948, he was readmitted to the hospital dur- 


Figure 2. Case 2. Auricular fibrillation at onset of acute posterior 
myocardial infarction; return to regular sinus rhythm in 12 hours 


with no specific therapy. 
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ing an attack of ventricular tachycardia (Figure 5). He 
received 1.4 Gm. quinidine sulfate by mouth during the 
first 24 hours, but the tachycardia persisted and his 
condition was rapidly becoming worse. He theretore 
was given quinidine lactate intravenously, well diluted 
and at an extremely slow rate. 

Following the administration of 1.95 Gm., his pulse 
became slow and regular (Figure 5). The intravenous 
drip was stopped, and the drug was continued by oral 
administration. 


Shoulder-Hand Syndrome 


This condition occurs in from 5 to 10 per cent of pa- 
tients within six months of an acute myocardial infarc- 
tion. Three stages have been described by Steinbrocker : 

Stage 1: Pain and limitation of motion of shoulder— 


++ 
+ 


+++ +4 
++ 


++44 


ease 


H+ +t tt 


+ 


eens 
+++4+4 ++ 

T 


++ 


§ 
i, ++++ ++ + +++ a . 
++ ++ ++ ++ ++ ++ +4 ++ ++ +++ + +++ ++ + +++ ++ ++ ++ 
++ ++ te te + +++ +++ 
4 Day +++ ++ oe ry + ++ oe ++ ++ +++ 
+ 


usually left—with hyperemia, nonpitting edema and 
pain in hand or hands. 

Stage 2: Regression of shoulder pain and edema of 
hand; increasing stiffness. 

Stage 3: Marked trophic changes in hand. Skin 
smooth, thin and glossy with atrophy of subcutaneous 
tissues and intrinsic muscles. Osteoporosis of hand and 
shoulder. Fingers fixed in flexion because of contrac- 
tion of fascia. 

Early diagnosis is essential to insure proper treat- 
ment and to prevent unnecessary and useless orthope- 
dic procedures which might even be harmful to the 
patient because of his cardiac disease. 

Etiologically, one theory is that afferent stimuli enter 
the cord at levels T-1 to T-4 and activate the internun- 
cial pool in that area. Spreading upward the stimuli 


disable the shoulder muscles by involving the anterior 
horn cells ; spreading downward they involve the cells 1:1 
the lateral horn which innervate the upper extremity. 

While the exact mechanism is unknown, stellate gan - 
glion block, if performed early, usually is followed by 
a total regression of symptoms and signs. It may be 
necessary to repeat the block several times. If relief is 
temporary, sympathectomy has been recommended. 
Stellate block may be tried during the later stages; but 
contractures, once present, resist all treatment. Stein- 
brocker has described the favorable response of some 
of these patients to steroid therapy. This certainly 
should be used in those who do not show an immediate 
response to stellate ganglion block. Many have had an 
excellent recovery from a myocardial infarction only to 
be severely crippled in both upper extremities. 


Figure 3. Case 3. Ventricular premature beats following an acule 
posterior infarction. Return to regular sinus rhythm following small 


doses of quinidine by mouth. 
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Case 6. Three months after an acute posterior myocar- 
dial infarction, this 51-year-old man developed numb- 
ness and tingling of his left hand. In three weeks the 
signs had progressed to swelling, hyperemia and ten- 
derness of the left hand with, tenderness and limited 
motion in the left shoulder. The elbow was not in- 
volved. 

Left stellate ganglion block was performed on three 
successive days. The first two blocks were followed 
by permanent relief. Six years later, this man has main- 
tained good health with no recurrence of signs or 
symptoms. 

Case 7. This 55-year-old man suddenly developed 
pain and limited motion of his left shoulder, and red- 
ness, swelling, pain and stiffness of both hands six 
weeks after an acute posterior myocardial infarction. 


These signs and symptoms subsided in six months and 
were followed by rigidity of shoulders and hands and 
flexion deformity of the fingers (Figure 6). When the 
patient was first seen in this hospital one year later, 
his deformity was found to be permanent, even though 
his myocardial lesion had completely healed. 


Ventricular Rupture 


This condition rarely occurs later than three weeks 
after an acute myocardial infarctioa. While ausculta- 
tory findings have been described, the usual course is 
too sudden to permit antemortem diagnosis. The usual 
course is severe and progressive shock, signs of cardiac 
tamponade, and death. 

The incidence is highest in patients with an exten- 


Figure 4. Case 4. Acute anterior myocardial infarction. Auricular 
fibrillation with ventricular rate of 180 a minute at 8:00 a.m. 
Ventricular tachycardia with rate of 190 a minute at 11:00 a.m. 
Regular sinus rhythm following massive doses of quinidine by 
mouth at 2:00 p.m. 
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sive lesion (involving the entire thickness of the myo- 
cardium) who undergo physical exertion. 

The only treatment is preventive. Treatment consists 
of keeping patients with extensive infarcts at absolute 
bed rest for at least three weeks. 

Case 8. As this 54-year-old man was using the bed- 
pan five days after an extensive anterior myocardial in- 
farction, he suddenly became dyspneic, cold and clam- 
my, and had several convulsive seizures. He died with- 
in 15 minutes. Autopsy showed rupture of the anterior 
wall of the left ventricle through the soft, flabby in- 
farcted area. 

Case 9. Seven days after an extensive anterior myo- 
cardial infarction, this 75-year-old man with senile cere- 
bral changes was found walking down the hall some 
distance from his room. Put back to bed, he died shortly 
thereafter. Autopsy showed rupture of the anterior wall 
of the left ventricle through an area of acute infarction 


(Figures 7 and 8). 


Embolism 


Emboli (peripheral and pulmonary) are serious com- 
plications of myocardial infarction. Except for a few pe- 
ripheral locations where emboli are subject to surgical 
removal, diagnosis is not so important as recognition of 
the threat and adequate prophylaxis. Congestive heart 
failure is the most important predisposing factor. 

Peripheral arterial emboli originate from mural 
thrombi in the left ventricle. Although a few pul- 
monary emboli arise from right ventricular mural 
thrombi, the majority of pulmonary emboli come from 
the veins of the pelvis and lower extremities. 

Treatment of peripheral arterial embolism consists 
of embolectomy if possible. Anticoagulants should be 
used to prevent emboli, especially if the patient is to 
be kept at absolute rest, if there is a history of previous 
thrombotic episodes, or if there is evidence of ex- 
tensive infarction or congestive failure. 


Figure 5. Acute posterior myocardial infarction in July, 1948. 
Ventricular tachycardia on November 21. Following the failure of 
oral quinidine to affect the arrhythmia, its intravenous administra- 
tion was followed by return to regular sinus rhythm. 
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Case 10. Thirteen days after an extensive anterior 
myocardial infarction, this 54-year-old man developed 
numbness and pain in the right leg. His foot was cold, 
~ his toes dusky. Sensations of pain and touch were di- 
minished, and all pulsations were absent except the fe- 
moral, which was faint. 

Surgical removal of an embolus from the right fe- 
moral artery was followed by complete recovery, and 
the patient was entirely asymptomatic until he had a 
cerebral vascular accident six years later. 


Cardiac Failure 


A few basal rales frequently are heard early in the 
course of an acute infarction and disappear without 
treatment. Therefore, one should not be too hasty in 
treating the patient for congestive failure. 

If rales are numerous or persistent, treatment with 
mercurial diuretics alone should be tried if feasible. 
Digitalis should be used if necessary; but one should 
remember that digitalis increases the automaticity of the 
myocardium and therefore predisposes to cardiac ar- 
rhythmias. Digoxin and gitalin have the merit of being 
rapidly excreted. Such excretion could conceivably be 
an important factor should the drug produce undesir- 
able effects. 

If the patient develops frank pulmonary edema, vene- 
section may be lifesaving. Theoretically, it would be 
well to take the blood from a vein and give it as an in- 
tra-arterial transfusion. 


Ventricular Aneurysm 


This condition should be suspected in any patient 
whose electrocardiogram shows elevated ST segments 
and inverted T waves many months after an acute in- 
farction. The diagnosis should be confirmed by x-ray. 
The aneurysm is frequently missed on the routine pos- 
teroanterior film, so it is best to examine the patient 
fluoroscopically, taking films to confirm the findings. 
An aneurysm frequently is best demonstrated at the 
onset of the inspiratory phase. It may be missed on a 
film because of the phase of the cardiac cycle in which 
the exposure is made. 

While no treatment is necessary for a ventricular an- 
eurysm, it is important to recognize the ECG changes 
so that they will not be confused with those of an acute 
infarct. 

Although a chronic ventricular aneurysm does not 
rupture, the prognosis in such a patient is guarded 
because of an increased tendency to cardiac failure. 

Case 11. This 27-year-old man had an acute myo- 
cardial infarction in March, 1951. His ECG taken six 
monihs later shows, besides evidence of left ventricular 
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Figure 6. Case 7. Trophic changes in both hands with thin, smooth 
and glossy skin and atrophy of subcutaneous tissues resulting in 
flexion deformity due to contraction of fascia. 


Figure 7. Case 9. The pericardium distended with blood prior to 


incision. 


Figure 8. Case 9. Probe is through rupture of the flabby area of 
recently infarcted left ventricle. 
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Figure 9. Case 11. ECG six months following acute infarct showing 
little or no change from the tracings taken at that time. 


Figure 10. Case 11. Orthodiagram six months following acute in- 


farct. Localized bulging of left ventricle is best seen in the right 
anterior oblique position. 
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waves (Figure 9). There was practically no change from 
the tracings taken at the time of the acute infarction. 
An orthodiagram shows the localized aneurysm of the 
left ventricle; this is best seen in the right anterior 
oblique position (Figure 10). At the present time, four 
and one-half years after the infarction, this patient is in 
a state of severe myocardial failure. 


Shock 


The diagnosis of shock should not be made upon the 
presence of a low blood pressure alone. Some patients 
have very low pressures with no untoward effects, while 
others, particularly those with pre-existing hyperten- 
sion, may be in a state of shock with the blood pressure 
at a level considered to be normal. When the patient is 
cold, clammy, and has a decreased urinary output, the 
prognosis is grave. 

The treatment of shock is unsatisfactory. Intravenous 
plasma or blood may precipitate pulmonary edema. In- 
tra-arterial transfusion seems logical, and preliminary 
reports are encouraging. The most satisfactory treat- 
ment at present seems to be the intravenous use of the 
sympathetic amines, particularly norepinephrine. Do- 
ses up to 0.5 mg. may be given as a single intravenous 
injection. After this injection, 2 to 10 mg. should be 
added to 1,000 cc. of 5 per cent glucose in water and 
allowed to enter the vein at a rate determined by the 
blood pressure response. More recently, Methoxamine 
has proved of value in intravenous doses of 60 mg. 
diluted to 200 cc. and given slowly. This dose can be 
supplemented by intramuscular doses of 20 mg. 


latrogenic Invalidism 


Unwarranted invalidism, physician-caused, is a non- 
fatal but discouraging complication of myocardial in- 
farction. Careful long-term studies have shown that the 
patient with healed myocardial infarction is capable of 
returning to a useful place in society. This includes the 


preponderance, elevated ST segments and inverted T 


Figure 11. Jatrogenic disability. 


ability to earn a living in jobs except those whose per- 
formance involves unusual exertion. 

Industrial management and compensation laws have 
been blamed for prohibiting many persons with healed 
infarcts from returning to a gainful occupation. On the 
other hand, the private physician frequently is at fault 
owing to an overcautiousness which compels him to im- 
pose needless and stringent restrictions upon the pa- 
tient (Figure 11). This may be due, in part, to a fear of 
criticism should the patient suddenly expire while at 
work. Utilization of the Work Classification Units, as 
set up by the American Heart Association, has been 
suggested as a means by which both industry and the 
private physician might share such responsibility, there- 
by sparing the person who has had an attack of coro- 
nary disease from the additional burden of unnecessary 
unemployment. 


An extensive bibliography accompanying this article is available 
upon request from the Editorial Office of GP. 


Treat the Patient, Not the Bacteria 


THE CONCLUSION is inescapable that antibiotic-resistant 
micro-organisms will remain an important problem in the 
control of infections and will probably become a problem 
of increasing gravity. This problem can be combated only 
for 2 while by discovering new antibiotics; sooner or later 
there will be an end to this. The only alternative, and 
certainly the reasonable solution, is to pay increasing at- 
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tention to the host, his protective mechanisms, and his 
environment. In the field of infectious diseases the patient 
has come to be neglected as we have concentrated on the 
parasite. The obvious defects of antibiotic therapy, among 
the most important of which is the phenomenon of bacte- 
rial resistance to antibiotics, should make us focus again on 
the central figure, the patient, the place where we should 
have focused all along.—Harry F. Dow.nc, M.p., MARK 
H. Lepper, M.D., and Georce G. Jackson, M.D., J.A.M.A., 
157:327, 1955. 
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USTVERSITY OF ROCHESTER SHOOL OF MEDICINE, ROCHESTER, NEW YORK 


DEAN'S MESSAGE | 


Although its operation bean 30 the Universityaf Rochester Schoo! of 
Medicine may stil! be regarded one of this country's newer and younger 
wal schools, From a total of 51 students when the institution opened in 1925, 1's 
student body, mcluding medical students, graduate students in the basic medica! 
sciences, interns, rendents, fdlousand nursing students, has grown progressively 
to @ total of 878 fer the current year. 

The school places great emphasis on research and the education of grad «+ 
students, bul the facélty has thways held to the principle that the medica! 
dent has first demand on its viterest, time and energy. By limiting the of 
each medical school class to 70 informal, warm and friendly relations 
have been matntained between students and faculty from the beginning, de}! 
the inevitable growth in the size of the institution and the scope of its activntws. 

The photograph above gives a good wew of the University of Rochester Medicu! 
Center which includes the Sdwol of Medicine, the University’s Strong Memoric! 
Hos(ntal and the very closely affiliated Rochester Muniapal Hospital. 

The Untversity of Rochester Schoot of Medicine is pleased to have the op) 
naty to present series on “Practical Therapeutics” for the coming 
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Practical Therapeutics 


THERAPEUTIC PROBLEMS OF URINARY TRACT INFECTIONS 


BY THOMAS W. MOU, M.D. 


Departments of Medicine and Bacteriology, University of Rochester School of Medicine and Dentistry 


Rochester, New York 


THE AVAILABILITY of the sulfonamides and the various 
antibiotics has completely altered the therapeutic ap- 
proach to both the acute and the chronic urinary tract 
infections. Actually, difficulties in the therapy of the 
acute infections are rarely seen today if one chooses the 
appropriate chemotherapeutic agent and there are no 
complicating factors present. On the other hand, the 
chronic and recurrent urinary tract infections continue 
to present a problem of considerable magnitude to the 
physician. 

It is impossible to assess accurately the incidence of 
urinary tract infections, but it is apparent in any large 
hospital or clinic that these infections are frequent. One 
authority believes pyelonephritis and associated urinary 
tract problems rank second only to respiratory infec- 
tions in frequency among patients. Recurrence, failure 
of therapy and the problem of chronic infection also are 
far from unusual. In addition, in a population with a 
constantly increasing number of geriatric patients, there 
is likelihood of an even greater incidence of these in- 
fections. 

Undoubtedly, the enthusiasm for treating these in- 
fections with the newer antibiotics has created a few 
new minor problems. In addition, this enthusiasm has 
caused some loss of reasonable perspective, and the 
abandoning of a few older, worthwhile procedures and 
therapeutic agents that are still occasionally of value. 
An attempt will be made to discuss some of these prac- 
tical points in therapy in the succeeding paragraphs. 
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Pathogenesis 


The chief pathway of infection in pyelonephritis is 
not known. Experimental data show three routes of in- 
fection probably can occur—via the blood stream, pos- 
sibly via lymphatic channels from the intestinal tract or 
lower urinary tract, or by retrograde spread from the 
bladder. Retrograde infection is probably not too com- 
mon, but there is some evidence that tissues of the uri- 
nary tract may be made more susceptible by obstruc- 
tion, either functional or organic. If Gram-positive or- 
ganisms such as staphylococci or streptococci are the 
causative agents, these may be carried to the kidney 
parenchyma or the renal pelvis by the blood stream. 
On the other hand the Gram-negative organisms like 
E.coli, A. aerogenes, proteus and the pseudomonas spe- 
cies usually represent an ascending infection from the 
bladder or via the lymphatics from the intestinal tract. 

Many acute and almost all chronic infections of the 
urinary tract are associated with stasis. The cause of 
this abnormality may be congenital malformations such 
as stricture of a ureter by an aberrent blood vessel, con- 
genital posterior urethral valves or congenital anomalies 
of the kidneys, renal pelves or ureters. Neoplasms, an 
enlarged prostate, or calculi in either the renal pelvis 
or less frequently in the bladder may also obstruct. 
However calculi in the bladder rarely interfere to such 
an extent as to cause trouble. Pregnancy with the re- 
sultant pressure upon the ureters together with dilation 
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of the ureters and the “physiologic hydronephrosis of 
pregnancy” contribute to the production of stasis and 
infection that will continue until the obstruction is re- 
lieved and the ureters regress in size to normal. 


Laboratory Problems in Diagnosis 


There is general agreement that, in the diagnosis of 
these infections, it is necessary to undertake the accu- 
rate identification of the bacterial flora present before 
specific therapy is started. This does not mean that 
therapy need be delayed but rather that an adequate 
specimen of urine be available for study. 

A few simple observations of the urine specimen will 
be helpful as a preliminary. Thus, if the urine is per- 
fectly clear on gross examination, this will sometimes 
help to eliminate consideration of urinary tract infec- 
tion. Unfortunately, in some recent observations, this 
criterion may be misleading, particularly with Gram- 
positive organisms such as staphylococci and strepto- 
cocci. Another simple procedure is the time-tested two- 
glass test. Cloudiness in the first glass indicates infec- 
tion in the urethra; in the second glass it may mean 
infection in either the bladder or the kidneys. A turbid 
urine that clears with a small amount of heat usually in- 
dicates the presence of urates, while clearing after the 
addition of dilute aceticacid usually is due to phosphates. 

In the male, a clean specimen suitable for culture 
can be obtained by collecting the midportion of the 
voided specimen in a sterile container. In the female, 
it is possible to obtain a clean voided specimen suit- 
able for culture, but it is more difficult, less practical, 
and requires exceptional technique by the nurse or at- 
tendant collecting the specimen. So while it is prefer- 
able to avoid catheterization because of the possibility 
of carrying infection into the bladder, it is usually nec- 
essary to do this procedure in the female in order to 
obtain a specimen for bacteriologic examination. 

Unfortunately in many laboratories the bacteriologic 
study of urine may be limited to inoculation of a small 
amount of the urine on either an eosin-methylene-blue 
plate, a blood agar plate or other solid media, and the 
report made on the basis of the findings on this media. 
While in some instances this may satisfactorily deline- 
ate the causative agent, there are many times when this 
will lead to an incorrect diagnosis and inaccurate ther- 
apy. The reasons for this are apparent: 

1. The organism may simply be a contaminant intro- 
duced into the urine at the time of collection, and since 
no quantitative determination of bacterial density is 
made, one cannot determine whether this is only an oc- 
casional organism or the causative agent of the disease. 

2. If the urine is not placed on the appropriate cul- 
ture media within a short period of time, the number 
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of organisms may multiply rapidly in the urine itse!f. 
To demonstrate this point, urine was used as a culture 
media in some recent experiments, and good growth 
patterns were obtained for those organisms frequent! 
found in urinary tract infections. 

3. Ifseveral organisms are present, one organism may 
overgrow other less hardy organisms and thereby be 
misleading. As an example, proteus strains will usually 
“swarm” over the surface of the plate and make it im- 
possible to isolate other organisms. Also it is not always 
possible to have all organisms grow in culture media 
even though the organisms are seen by Gram’s stain. 

Methods of circumventing this diagnostic problem in- 
clude examination of fresh and stained centrifuged sed- 
iment of the urine immediately after the specimen is 
obtained. This staining may be by Gram’s method, or 
by a single dye method using crystal violet or methy- 
lene blue. The Gram’s stain is preferable if the choice 
of antibiotic is to be made before the cultures are re- 
ported, since the information obtained is a little more 
specific. If, in the unstained sediment, pus cells are pres- 
ent in numbers greater than a rare white blood cell per 
high-power field and organisms are seen on the stained 
smear, the likelihood ofurinary tract disease is increased. 
Regarding cultures, attention to having them plated as 
soon as possible after collection and, if feasible, attempt- 
ing to roughly quantitate the number by doing one or 
two pour plates, one with 1.0 cc. undiluted and the 
other diluted 1:100, is helpful and can be performed 
by the usual laboratory. The presence of bacteria in ex- 
cess of 1,000 per ml. is indicative of urinary tract in- 
fection, while it is possible to have up to several hun- 
dred organisms appear even in the absence of urinary 
tract infection. 

While discussing laboratory problems related to ther- 
apy, it might be well to stress the limitations of sensi- 
tivity tests of an isolated organism. At best all these 
are in vitro tests and subject to such limitations when 
used for clinical application. Tube-dilution sensitivity 
studies are more accurate than disk sensitivities, but 
since the performance of this type of test is tume con- 
suming, it is not practical for routine testing. 

Small paper disks impregnated with varying concen- 
trations of the respective antibiotic are commonly used 
in sensitivity studies and in an approximate way are 
helpful. However many factors can lead to inaccuracies 
and to misleading interpretations, such as the moisture 
content of the agar plate which will cause variation in 
the amount of antibiotic absorbed into the agar, and 
the use of disks that are old and have a lowered potency. 
Specific disk problems include: (1) the relative instabil- 
ity of chlortetracycline over a period of time, which re- 
sults in the finding of a lower number of sensitive organ- 
isms than is usually the case ; (2) the relative insolubility 
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of polymyxin, which also results in indicating a lower 
number of sensitive organisms; (3) the relatively large 
amount of Furadantin (10 mg. per disk) in disks pre- 
pared by the manufacturer, which makes it difficult to 
compare results. 

Finally, a laboratory problem related to therapeutics 
regards the evaluation of therapy. Too frequently, when 
a negative culture is obtained a day or so after the pa- 
tient has stopped taking an antibiotic, it is felt that a 
cure has been effected. However, there is recent evi- 
dence to indicate that at least the broad-spectrum anti- 
biotics of the tetracycline group may continue to be ex- 
creted in significant amounts up to seven or eight days 
after therapy has ceased. Hence adequate follow-up ex- 
aminations over a prolonged period are necessary. 


Comments Regarding Therapy 


Full clinical evaluation of the patient is of primary 
importance in the therapy of patients with urinary in- 
fections. When it first becomes evident that the patient’s 
problem is in the urinary tract, then one must attempt 
to ascertain whether the infection is localized in the ure- 
thra, the prostate, the bladder or the kidneys, or whether 
the infection is generalized throughout the genitouri- 
nary tract. In the male, examination and culture of pros- 
tatic secretions is indicated, while in the female, biman- 
ual pelvic examination is frequently helpful since these 
examinations help delineate the extent or the etiology 
of the infection. The diagnosis of the milder chronic in- 
fection and the unusual acute case is more difficult than 
the typical acute infection, since the symptoms are less 
severe and less alarming. Infection elsewhere in the 
body may confuse the clinical picture, and this is es- 
pecially likely to occur in the geriatric patient with mul- 
tiple organ involvement. 

In acute urinary tract infections such as pyelonephri- 
tis, antibiotic therapy is usually effective if the appropri- 
ate antibiotic is given. Because the patient is frequently 
acutely ill, it is necessary to make an empirical choice 
of antibiotic before all laboratory data are available. On 
the basis of the symptoms, the presence of pus cells, 
and the findings on Gram’s stain, it is possible to make 
an intelligent choice of antibiotics at this early point 
of therapy. 

The organisms most commonly seen in urinary tract 
infections are listed in Table 1, together with a listing 
of the antibiotics that would be the first choice for ther- 
apy. Iffor some reason this “‘first choice” antibiotic can- 
not be given (because of known sensitivity or other dif- 
ficulty with the antibiotic in the past) then one of the 
“second choice”’ chemotherapeutic agents can ordina- 
rily be used successfully. 


As is apparent in Table 1, if Gram-positive cocci are 
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seen on the Gram’s stain of the urinary sediment, usu- 
ally penicillin is the agent of choice. On the other hand, 
with Gram-negative organisms, the situation is more 
complex. However, since the largest percentage (prob- 
ably 70 to 80 per cent) of urinary tract infections are 
caused by the coli-aerogenes group, an antibiotic effec- 
tive against this group is satisfactory to begin therapy. 
One of the sulfonamides is usually a good choice. If 
subsequently the Gram-negative organism by culture is 
found not to belong to the coli-aerogenes group and the 
patient is not doing well on his present therapy, then 
the antibiotic can be changed, now based on exact 
knowledge of the etiologic agent or the results of sensi- 
tivity studies. Usual dosage of the various antibiotics 
when used in urinary infections is outlined in Table 2. 

It is evident that there is considerable overlapping in 
the range of effectiveness of the various antibiotics when 
used in treating these infections. The ¢etracycline drugs 
and the sulfonamide compounds have the greatest gen- 
eral usefulness because of their wide antibacterial spec- 
trum, ease of administration, high effective concentra- 
tion in the urinary tract, and low incidence of serious 
side effects. Penicillin is effective against the less fre- 
quently seen infections caused by Gram-positive or- 
ganisms like the streptococcus and staphylococcus, 
and because of the increasing number of penicillin- 
resistant staphylococci seen today, the general useful- 
ness of penicillin in urinary infections is decreasing. 

Streptomycin has limited usefulness because of the 
rapid emergence of resistant strains and because of its 
need for an alkaline environment. However in combi- 
nation with sulfadiazine, streptomycin is occasionally 
useful against proteus and pseudomonas species, and 
when used with penicillin, may be effective against the 
enterococcus. 

Chloramphenicol is apparently effective clinically in 
some urinary tract infections, although it is known that 
a large proportion of this antibiotic is inactivated in the 
body, and probably only 10 to 20 per cent of the active 
form is excreted in the urine. Erythromycin together with 
chloramphenicol would appear to have some usefulness 
for treating some of the resistant strains of staphylococ- 
ci. The use of the two antibiotics in combination seems 
to delay slightly the emergence of resistant strains, and 
since these two agents have been less widely used, there 
is some evidence to indicate that there has been less op- 
portunity to acquire resistant strains to date. 

Polymyxin is the only highly effective agent against 
the pseudomonas group, and its use is circumscribed 
by its toxic manifestations. Recently nitrofurantoin (Fu- 
radantin) has been introduced as an effective agent in 
urinary tract infections, but preliminary reports to date 
indicate only limited usefulness in treating some E. coli 
and proteus species. 
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Calcium mandelate has been reported to be effective 
against Streptococcus fecalis and against a few strains 
of E. coli, but its usefulness is limited. In addition, the 
pH of the urine must be 5.5 or less, and the concentra- 
tion of mandelic acid must be 0.5 per cent or greater, ne- 
cessitating limitation of fluid intake to 1,200 to 1,500 cc. 
per day. The procedure of trying to acidify the urine is 
contraindicated in patients with decreased renal func- 
tion, since severe acidosis may result. 

If there are complicating features (obstruction of the 
urinary flow or systemic disease) that interfere with the 
usual recuperative processes of the body, then therapy 
may be ineffective. Hence it is imperative to try to elim- 
inate the causes of obstruction by surgical or other means 
as soon as feasible. This may not be possible immedi- 
ately if there is active infection but should probably be 
done as soon as practical after the acute phase of the 
infection has subsided; otherwise, failure of the initial 
therapy is likely. Thus, it becomes evident that the fac- 
tor of obstruction may in large part determine whether 
therapy will be successful. Mechanical correction of the 
causes of obstruction frequently helps in the elimina- 
tion of urinary tract infections, although in many pa- 
tients free of obstruction, there may still be bacilluria 
and pyuria. 

The etiologic agent may be a single bacterial organ- 
ism or multiple organisms. This obviously is another 
reason for attempting to determine the etiologic agent, 
since no single chemotherapeutic agent is usually sufh- 
cient for all organisms. In addition, the extensive use 
to date of the various antibiotics has led to a process of 
selection among bacteria, and unusual species of organ- 
isms may now be seen as the etiologic agents of disease. 
In addition, on the basis of either adaptation or selec- 
tion, more resistant strains among common species are 
seen. For example, a patient with an infection caused 
by E. coli (a frequent cause of urinary tract infection) 
may respond initially to therapy with one of the tetra- 
cycline group of antibiotics but after a few days, while 
still on therapy, symptoms may recur. However, this 
time the patient no longer has E. coli in the urine. In- 
stead an organism such as one of the pseudomonas spe- 
cies has replaced the original E. coli. This new organism 
is resistant to the antibiotic presently being used, and 
the present organism is much more difficult to treat, re- 
quiring a different antibiotic like polymyxin with its 
attendant dangers of neurotoxicity and nephrotoxicity. 
Interestingly, the growth of some strains of pseudomo- 
nas may even be enhanced by penicillin. Also this or- 
ganism along with proteus strains can survive chemical 
sterilization of the type used for instruments designed 
for catheterization or study of the urinary tract, and be 
introduced into the urinary tract by medical personnel. 

The unfortunate patient in whom an obstructive le- 


GP july 1955 


TABLE 1 
Organisms commonly seen in urinary tract inboctions, with listings ef firs’ 


and second ehoice of antitlotics. 


ORGAN ISM ANTIBIOTIC 
First Choice Second Chosce 
Chiortetracydine Streptoryycia 
Oxytetracydine, 
Tetracycline (Por adlervin} 
Chioramphenicol 
Selfc ezine 
Proteus species diazine Oxyteire: tine + 
tiveptomyan polymy tis 
& Nitrofurortein 
Pseudomonas cery- = Chioramphenicot 
ginosa (B.pyocy- Sulfadiazine + Oxytetrocycine 
angous} streptomycin 
Streptocecd (a) Beto- 
hemolyfic Peniciltin Chiortetracycline 
Oxytetracy dine 
Tetrocyctine 
Chloramphenicol 
{b) Viridans Penicillin Chiortetracy<line 
Oxytetracy <line 
Tetrocycline 
Cleramphenico! 
{c) Enterococci Peniciliin +- Chiortetrac.ctine 
streptomycin Oxyretrocy ine 
Tetracycline 
Chioremphenicol 
Staphytoco. Penicillin Chioramphenical-+ 
erythromycin 
? Chiortetrc cydline 
Oxytetra: vdine 
¥ Tetracycline 
MM. tuberaulos's Streptomycin + poro- 
eminosalicylic acid 
+ izoniazid 
tans 2 


Usual dosage schedule in urinary rect infections. 


Peniciltin 
Streptomydn 


Chteramphenico! 
Tetracyctine 


‘Oxytetracyciine 
Polpamyxin 


mondstate 


Pe o-amino- 


salicylic acid 
rid 


300,060—4600,000 units © doy 

1.0 Gm. per doy for short-term therocy caly 12 Gm 

pet week in ontitybercuiosis theropy! 

Gm. o day 

1 0O—2.0 Gm: a day 

10-20 Gm. a doy 

102.5 Gm. o day 

100—~300 mg. dov based on weigh’ (odutt) 
(2.5.mg. / Ke. / day! 

3.0--6.0 Gm. @ day ond sitadia- 

meting have @ greater solwbility, dosage 

be dightly grecter than suffadiazios. 

12 Gri o day {urine pHi fo 55 with an 

acidifying agent such @mmo num phtoride) 

120 Sm. o day 
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sion cannot be removed by surgical means or in whom 
the need for an indwelling catheter is prolonged, pre- 
sents an exceptionally difficult problem. It is almost im- 
possible to keep this patient free from infection in spite 
of intensive and appropriate chemotherapy. Certain 
measures such as frequent change of the catheter, fre- 
quent irrigation of the catheter with a mildly acid anti- 
septic or sterile saline, and local measures to maintain 
personal hygiene, will help. It is the practice in some 
clinics to use small doses of a relatively innocuous agent 
like sulfasoxazole (Gantrisin) or sulfadimetine (Elkosin) 
to prevent growth of organisms of greater pathogenic- 
ity, but if this is done, the possible complications of 
prophylactic therapy must be considered. 

Tidal drainage, although infrequently used today, 
may help in some of these patients and in patients with 
a “neurogenic” bladder secondary to neurologic disor- 
ders. Although patients with a “neurogenic” bladder 
almost always develop pyelonephritis, still vigorous use 
of tidal drainage techniques and the judicious use of 
antibiotics has maintained many of these patients for a 
considerable period of time. 

Adequate follow-up study following therapy is most 
important to insure complete eradication of the infec- 
tion, and is equally important to ascertain whether a 
remediable condition exists that may cause a recurrence 
of the infection. At least two negative microscopic and 
cultural examinations of urine at monthly intervals fol- 
lowing therapy are indicated. A most reliable criterion 
of improvement will be the absence of white blood cells 
in the urine. Intravenous pyelography subsequent to 
therapy is quite helpful in determining whether further 
medical or surgical procedures are necessary to prevent 
re-exacerbation of the infection. In addition, cystocopy, 
retrograde pyelography and other such procedures may 
be appropriate in some patients, depending upon the 
findings of the less complex procedures noted here. Eval- 
uation of kidney function may also be indicated in some 
instances, particularly if there is recurrent infection. 

To complete a discussion of urinary tract infections 
it is necessary to mention briefly genitourinary tubercu- 
losis. This may manifest itself by only minimal symp- 
toms, such as dysuria and slight hematuria, and occa- 
sionally may be symptomless but suspected because of 
tuberculosis elsewhere in the body. Diagnostically, in- 
travenous pyelograms and retrograde pyelograms are 
particularly helpful, showing characteristic renal ulcer- 
ation, indicating the degree of involvement and whether 
the infection is unilateral or bilateral. 

The present tendency therapeutically is nephrectomy 
of the affected kidney if the infection is unilateral or 
there is minimal involvement of the other kidney, to- 
gether with the usual therapy of all three antituber- 
culosis drugs (streptomycin, para-amino-salicylic acid 
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and izoniazid) or combinations of two of the three 
drugs. The recent encouraging results with antituber- 
culous drugs may lead in the future to even greater 
reliance on these drugs in selected cases. 


Specific Problems of Antibiotic Therapy 


It is imperative in present-day treatment of urinary 
tract infections that the proper antibiotic be used from 
the very beginning of therapy. “Shotgun” therapy — 
implying the use of more than one antibiotic in order to 
cover all possibilities—is usually more expensive than 
if the specific agent is used, for the bacteria concerned 
and may lead to additional problems. Actual antagonism 
between the antibiotics used may occur ; this is not usu- 
ally a significant problem but may interfere sufficiently 
to delay cure or contribute to the emergence of a resist- 
ant strain of organism because of the need for longer 
therapy. 

In addition, there may be marked sensitivity of an 
allergic type by the patient to one of the several anti- 
biotics used, leading to the usual problems of this com- 
plication. Since therapy with the appropriate antibiotic 
will be direct and specific, there will be a better oppor- 
tunity for rapid cure, and the cost of the earlier proper 
diagnostic studies will be more than justified. 

Organisms such as the proteus-pseudomonas group 
have assumed a greater importance in infections of the 
urinary tract following or associated with the increased 
use of antibiotics. Since these two groups of organisms 
are resistant to the commonly used antibiotics, it is not 
unusual for them to become the predominant or the 
only organisms isolated from the urinary tract after the 
original organism has been eliminated. Therefore, it ap- 
pears that the sensitive strains of organisms are elimi- 
nated, allowing these two groups to remain or to take 
over. To this phenomenon has been applied the term 
superinfection and, in the patient in whom it is impos- 
sible to easily remove the cause of obstruction to the 
urinary flow, superinfection is most likely to occur when 
the patient is treated with antibiotics for a long period 
of time. In addition, to complicate the problem, proteus 
and pseudomonas appear to have a predilection for in- 
vading already damaged tissue. 

This serious problem of superinfection readily indi- 
cates why injudicious prophylactic antibiotic therapy is 
usually contraindicated, since the prophylactic antibi- 
otic may eliminate sensitive organisms and allow a re- 
sistant organism to supervene and present a very difhi- 
cult therapeutic problem. Hence prophylactic therapy 
must be used with extreme caution. Prophylactic ther- 
apy before gynecologic or urologic surgery is generally 
not indicated, since it is impossible to give antibiotics 
sufficiently broad in their spectrum to prevent infection 
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by all organisms, and because of the complications that 
prophylactic therapy may cause. 

All of the commonly used antibiotics may cause ther- 
apeutic complications, the occurrence of these compli- 
cations varying with each antibiotic. For example, peni- 
cillin is regarded as an innocuous therapeutic agent, 
but allergic manifestations to this drug are not unusual. 
Streptomycin presents the problems of neurotoxicity, 
the rapid emergence of resistant strains to this antibiotic, 
and the need for an alkaline substrate. The antibiotics 
such as tetracycline, chlortetracycline and oxytetracy- 
cline may cause anal and rectal irritation, occasionally 
diarrhea, and sometimes nausea and vomiting. Poly- 
myxin manifests an even higher degree of toxicity, with 
neurotoxicity, nephrotoxicity and marked pain on in- 
jection. The sulfonamide drugs may cause hematuria 
and crystalluria or, even more serious, anuria due to 
acute glomerular lesions or lower nephron nephrosis. 
Finally, monilial infections are occasionally seen fol- 
lowing prolonged antibiotic therapy and may cause 
serious complications. 

The pH of the urine undoubtedly plays a role in uri- 
nary tract infections. As early as 1898, for instance, it 
was noted that acid urine would inhibit the growth of 
E. coli. Later the possibility of specific substances in the 
urine that would inhibit bacterial growth was investi- 
gated. There was Helmholz’s investigation of the keto- 
genic diet, following his chance observation that urine 
of an epileptic patient on a ketogenic diet remained ster- 
ile on standing. His impression was that a factor other 
than acidity was responsible for this bacterial inhibition, 
and it was later reported that beta-hydroxy-butyric acid 
was the responsible agent. Mandelic acid was subse- 
quently introduced as a substitute for beta-hydroxy- 
butyric acid and used as a urinary tract antiseptic with 
limited success as previously noted. 

With some of the present antibiotics, it appears that 
effective acidification of the urine will help in certain in- 
stances and is worthy of trial in patients with chronic in- 
fections or infections by organisms which are difficult 
to eliminate. 


Alkaline urine presents a problem occasionally, espe- 
cially in infections with proteus or other rare organisms 
capable of splitting urea and providing a satisfactory 
culture medium for both proteus and these other organ- 
isms. However, with at least one antibiotic (streptomy- 
cin), it is probably necessary to have an alkaline sub- 
strate in order for the antibiotic to be effective. It has 
been shown that a decrease in the antibacterial effect of 
streptomycin occurred with the pH decreased from 7.7 
to 5.2, with a marked change between 6.6 and 5.9. In 
addition, alkaline urine due to urea-splitting organisms 
may lead to the problem of precipitation of calculi in 
the urinary tract because of precipitation of the calcium 
phosphate, magnesium ammonium phosphate, and cal- 
cium carbonate complex in an alkaline substrate. 

A rare but serious problem requires brief comment. 
Instrumentation of the genitourinary tract, particularly 
in the presence of infection, frequently causes a brief 
bacteremia. Usually the only manifestations are chills 
and fever with no sequelae, but a shock-like state and a 
rare death have been seen, probably due to the intro- 
duction of a large number of bacteria at one time into 
the blood stream. 

In addition, subacute bacterial endocarditis, caused 
by the enterococcus or other organisms seen in urinary 
tract infections, has been thought to be a result of 
instrumentation in a few instances. 


Summary 


The acute urinary tract infection, in the absence of 
obstruction, responds well to antibiotic therapy. Cer- 
tain laboratory observations that have been discussed 
will aid in the choice of the appropriate chemotherapeu- 
tic agent. The chronic urinary tract infection is usually 
secondary to obstruction of urinary flow. Temporary 
improvement sometimes will result with appropriate an- 
tibiotic therapy, but permanent improvement requires 
surgical intervention to remove the obstruction. 


A bibliography accompanying this article is available upon request 
from the Editorial Office of GP. 


Strengthening the Basis of National Security 


THoOsE CHARGED with safeguarding the United States have 
sought to minimize the danger of internal subversion 
through the screening of government employees and per- 
sons having access to classified information. This program 
is necessary, but it poses a serious dilemma: the more com- 
pletely we succeed in reducing the danger that information 
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now in our possession may leak to a potential enemy, the 
more risk we run of interfering with scientific progress and 
of reducing the technologic superiority and the moral and 
physical strength upon which victory in the ultimate test 
would depend. The inherent dangers of this dilemma can 
be lessened and our strength enhanced by changing our 
basic concept of internal security from one that attempts 
almost exclusively to minimize our losses to one that places 
greatly increased emphasis on maximizing our gains. 


—Science, 120: 957, 1954. 
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Acromegaly 


BY ROBERT J. GILSTON, M.D. 
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ACROMEGALY appears in adults when the eosinophilic 
cells of the anterior pituitary produce excess growtl 
hormone. Headache and visual disturbances are duc 
to the enlarged pituitary and sella. Skin, mucous mem- 
branes, muscle, viscera and bone are hypertrophic. 
There is an increased incidence of diabetes mellitus. 


Vertebral osteoporosis 
and postural emphyseme. 


GP Volume XII, Number | 


HAND SIGNS | 
Hypertrophy of nese, Large jaw, sinuses, 
tips, ears and tongue. brow and selle turcica. 


Quinine for Angina 


EARLIER REPORTS have indicated that quinidine sulfate 
is helpful in the relief of angina pectoris. This action of 
the drug could be expected without regard to its anti- 
arrhythmic effect. Riseman, Steinberg and Altman 
have reappraised this use of quinidine and have tested 
other cinchona drugs for similar properties. 

It was found that several cinchona alkaloids do in- 
deed help in the control of angina. This action seems 
related, in part at least, to a vasodilating action. Quin- 
ine sulfate was suggested as the drug of choice, for 
three reasons: low cost, low toxicity, effectiveness. 
Doses recommended were 0.3 to 0.4 Gm. every eight 
hours. (Circulation, 10:809, 1954.) 


Submersion Syndrome 


IN AN ANALYsIS of the data from 26 cases of water 
submersion, Saline and Baum concluded that most of 
the clinical features were related to simple oxygen 
lack rather than to aspiration. Included in the sub- 
mersion syndrome were bilateral pulmonary densities. 
These were ascribed to pulmonary edema, secondary 
to changes in lung blood flow that accompany hypoxia. 
The densities cleared quickly and were unattended by 
fever, so that aspiration pneumonia seemed an un- 
likely explanation. (Ann. Int. Med., 41:1134, 1954.) 


Phenylbutazone in Rheumatoid Arthritis 


SYMPTOMATIC RELIEF follows the use of phenylbutazone 
(Butazolidin) in various arthritides. Since the erythro- 
cyte sedimentation rate is not always influenced, and 
since the potential toxicity of the drug has been 
stressed, phenylbutazone has come to be considered a 
“potentially dangerous analgesic.” Using the serum 
protein-polysaccharide ratio (PR) as a measure of 
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Tips from Other Journals 


rheumatoid activity, Shetlar and associates have re- 
evaluated the action of phenylbutazone on the rheuma- 
toid process. Shetlar considers the PR somewhat spe- 
cific in reflecting the degree of activity of rheumatoid 
arthritis and the collagen disorders, although other 
workers have found the test less useful in this respect. 

Eighty-two treatment periods (61 patients) were uti- 
lized to compare phenylbutazone with cortisone and 
ACTH. Respecting the usual contraindications, and 
discontinuing treatments in the 14 per cent who suf- 
fered untoward effects, phenylbutazone was used safely 
with doses of 200 to 600 mg. daily. 

Phenylbutazone administration was associated with a 
fall in the serum protein-polysaccharide level in 53 of 
68 treatment trials. Clinical improvement correlated 
closely. The drug was considered by these investi- 
gators to have had a salutary effect on rheumatoid 
arthritis, wiuich surpassed the possible analgesic effect 
of the drug. (J. Lab. & Clin. Med., 45:331, 1955.) 


ACTH for Radiation Sickness 


Since 1949 Taber has been treating radiation sickness 
successfully with ACTH. Usually the drug is started 
two weeks or more after the beginning of roentgen 
therapy. It is administered intramuscularly daily or 
thrice weekly. The author feels that the use of ACTH 
has made it possible to administer radiation therapy 
more intensively and in much higher doses, without 
unwarranted discomfort to the patient. (Am. J. Roent- 
genol., 73:259, 1955.) 


Testosterone in Tuberculosis 


On THE Basis of observations on 17 male patients with 
chronic, active pulmonary tuberculosis who were given 
testosterone propionate intramuscularly, Griffiths and 
Linn believe that this drug is worthy of trial whenever 
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weight gain is desirable. Fifteen of the 17 patients 
gained weight while receiving testosterone. None of the 
17 patients had been able to gain weight before receiving 
testosterone. All except one had been in the hospital 
long enough for adequate appraisal of the results of 
other methods of treatment. For a proper trial of testos- 
terone, the authors suggested a dose of 50 mg. intra- 
muscularly three times a week for two months. (Am. 
Rev. Tuberc., 70:1020, 1954.) 


Tuberculous Pneumonia Due to Resistant Organisms 


KATZ AND HIS ASSOCIATES reported an unusual case of 
tuberculosis of the pneumonic type in which tubercle 
bacilli resistant to both streptomycin and isoniazid were 
isolated from a patient who had never received either 
drug. Furthermore, a careful epidemiologic study 
failed to disclose any contact who had received these 
drugs and who might subsequently have transmitted 
the resistant organisms to the patient. 

The isolated tubercle bacilli were unusual for, al- 
though they were isoniazid-resistant, they were mark- 
edly virulent for guinea pigs. Although purely specu- 
lative, the authors suggested that the patient had had 
an unrecognized contact with a tuberculous individual 
who had received streptomycin, PAS and isoniazid to 
the point of the development of strains of tubercle bacilli 
resistant to these drugs. (Am. Rev. Tuberc., 70:881, 
1954.) 


L. E. Phenomenon in Penicillin Reaction 


PAULL REPORTS the occurrence of the L. E. phenomenon 
in a patient with a severe penicillin. reaction. The sig- 
nificance of a positive L. E. test in patients with severe 
penicillin reactions may indicate one of several possi- 
bilities. Coincidental lupus erythematosus may be pres- 
ent; or the test is not specific; or penicillin reaction 
may produce pathologic and serologic changes related 
to systemic lupus erythematosus; or the L. E. phe- 
nomenon may be related to hypersensitivity without 
the histologic changes of systemic lupus. 

Experiences to date seem to indicate that the L. E. 
phenomenon in patients with severe penicillin reac- 
tions is due to hypersensitivity without the histologic 
changes of systemic lupus. In other words, it seems 
highly probable that an immunologic mechanism is re- 
sponsible for the L. E. phenomenon. (New England J. 
Med., 252 :128, 1955.) 


Leukemia in Hiroshima Survivors 


FROM STUDIES on survivors of the atomic bomb attack 
on Hiroshima, Moloney and Kastenbaum obtained 
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statistical evidence of leukemogenic effects of atomic 
irradiation. Two factors appeared important. First, the 
incidence of leukemia was “high” among survivors who 
had suffered initially severe radiation complaints. 
Second, regardless of severity of initial radiation com- 
plaints, distance from the hypocenter of the bombing 
influenced the prevalence of leukemia. The greater the 
distance from the hypocenter, the greater the “pro- 
tection” of survivors against leukemia. (Science, 121: 
308, 1955.) 


A Valuable Sign in Mitral Stenosis 


LEVIN POINTS OUT the occurrence of transverse lines, 2 
to 3 cm. long, at the lung bases. These are seen in 
patients with pulmonary hypertension, usually second- 
ary to mitral stenosis. Both anatomic and physiologic 
reasons are advanced to support the author’s proposal 
that these striae are dilated pleural lymphatics. Mitral 
commissurotomy is often followed by disappearance of 
these somewhat controversial lines. 

The author suggests that this x-ray finding is almost 
certain evidence of chronic pulmonary venous and 
arterial hypertension secondary to mitral stenosis. 
Am. Heart J. 49:521, 1955.) 


Management of Angina 


PENTAERYTHRITOL TETRANITRATE (PETN), commer- 
cially available as Peritrate, was studied by Winsor and 
Scott. A significant increase in coronary artery blood 
flow occurs about one and one-half hours after an oral 
dose. The action is more rapid when PETN is given 
sublingually, but the effect does not compare favorably 
to sublingual nitroglycerin. 

PETN has its greatest usefulness in delaying or at- 
tenuating attacks when effort, eating or other trigger 
mechanisms can be anticipated. It is best given about 
20 minutes before such activity. 

When oral doses in the range of 70 mg. a day were 
given, the reduction in need for nitroglycerin was 
greater than when the smaller conventional doses were 
used. (Am. Heart J., 49:414, 1955.) 


Heart Failure in Acute Respiratory Infections 


Brown Anp Izak presented seven cases of chronic pul- 
monary disease (emphysema and bronchitis) in whom 
acute pulmonary infection precipitated reversible heart 
failure. The mechanism was a further increase in pul- 
monary hypertension with pre-existing cor pulmonale. 
Catheterization studies in one case demonstrated that 
the acute pulmonary hypertension too was reversible. 

A major aspect of the therapeutic program was con- 
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trol of infection with the antibiotic indicated by sensi- 
tivity studies. Cardiac recompensation paralleled the 
resolution of the pulmonary infection. It was stressed 
that oxygen therapy in these patients may decrease 
ventilation by removing the respiratory stimulant 
(anoxia), thus augmenting carbon dioxide retention 
(respiratory acidosis). (Am. Heart J., 49:391, 1955.) 


Congenital Heart Disease in Mental Defectives 


IRELAND AND HIS ASSOCIATES assessed the over-all fre- 
quency of heart disease in 723 mental defectives, with 
particular reference to the presence of congenital 
lesions. The methods used in this study included a 
rapid physical examination of each patient with partic- 
ular emphasis on cyanosis, clubbing, chest wall de- 
formity, thoracic pulsation, murmurs, thrills, tachy- 
cardia and femoral artery pulsations. Blood pressures 
were taken in any case in which the femoral arteries 
were difficult to palpate and in all adolescents and 
adults. Patients with suspicious findings according to 
the criteria thus listed were marked for detailed exam- 
inations. Murmurs, regardless of intensity, were re- 
garded as a suspicious finding. In this manner, 91 
patients were selected and a 12-lead electrocardio- 
gram and a 6-foot x-ray were obtained in each. 
Fluoroscopic examinations were also carried out. 

The authors found congenital heart disease to be 
seven or more times higher among this group of mental 
defectives than in the general population. Among the 
various mental diagnoses, the incidence of congenital 
heart disease was greatest among mongoloid patients 
(7 per cent). The cases of congenital heart disease de- 
tected in this predominantly adult population were 
lesions with a generally good prognosis. The majority 
of patients with severe and complicated abnormalities 
among the mental defectives died in early childhood 
and before they could be institutionalized. 

In commenting on the efficiency of various survey 
methods in detecting heart disease, the authors con- 
cluded that any survey method that excludes auscul- 
tation and blood pressure recording may miss almost 
half the cases of heart disease in a group. (New England 
J. Med., 252:117, 1955.) 


Mumps Immunity 


Peopte who have had infection, either overt or inap- 
parent, with mumps virus show a positive skin reaction 
to intracutaneous injection of mumps virus. Kalter and 
Prier appraised the prevalence of inapparent mumps 
infection by skin-testing two groups of adults—a group 
of physicians and nurses who had had repeated inti- 
mate contact with mumps cases, and another group of 
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SENSITIVITY REACTIONS 
MUMPS ViRUS ANTIGEN 


Physicions and o 
with repested intimate 
contect with mumps cases 


People with possible 
contuct or no known 
contect with mumps cases 


adults with possible contact or no known contact with 
mumps cases. Excluding from consideration those peo- 
ple in both groups who gave a history of mumps infec- 
tion, results with skin tests in the remainder were as 
shown in the accompanying diagram. 


It seemed from these results that inapparent mumps 
infection is common—more so in physicians and nurses 
than among people who have had little or no known 
contact with mumps cases. The authors expressed the 
thought that the skin test should be used prior to any 
attempt at vaccination against mumps. A negative test 
would be used as an indication for vaccination—a posi- 
tive test as an indication of immunity, although neither 
assumption is invariably reliable. (Am. J. M. Sc., 229: 
161, 1955.) 


Hydraulic Lift 


RupD HAS DESCRIBED an ingenious method for the care 
of patients suffering from multiple fractures, decubitus 
ulcers and other disabilities requiring frequent shifts 
in position. By the use of a hydraulic lift with an over- 
head crane, the patient can be lifted off the bed into a 
chair. 

This apparatus is valuable in the prevention and 
treatment of decubitus ulcers. By means of straps 
under the thighs and chest, the patient can be sus- 
pended for long periods of time at a short distance off 
the bed to relieve pressure on the sacrum and on the 
heels. 

The author described a patient 78 years old who had 
been knocked down by an automobile. There were 
fractures of the pelvis and one leg. His nursing care 
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became difficult. With the development of a decubitus 
ulcer, frequent changes in position became necessary. 
By means of the hydraulic lift, straps were placed un- 
der his body in such a way that he could be lifted off 
the bed for a short distance or held in a sitting position. 
When it became possible for him to begin to walk he 
could be supported while taking steps. If he stumbled, 
he was held in an upright or sitting position so that 
he could not fall and reinjure himself. Within three 
months, with the use of the lift, the sacral ulcer had 
cleared entirely without the necessity for plastic sur- 
gery, and the patient had begun to do a little walking. 
(J. Bone e Joint Surg., 37A:202, 1955.) 


Radioactive Gold in Cancer Treatment 


WHEELER AND HIS ASSOCIATES studied the use of a radio- 
active colloidal gold in the treatment of malignant 
tumors. Over a two-year period, this isotope was used 
for injection directly into tumors, into the pleural 
space or into the intraperitoneal space. In this way, 
it supplied a way of short-range ionization directly 
within the tumor, producing sharper localization than 
with long range ionization such as roentgen-ray, radi- 
um or radon. A decreased amount of radiation within 
the normal tissues was thus received. There was less 
radiation sickness, and higher dosage levels were pos- 
sible. Injection of the fluid throughout a tumor was 
easier than the implantation of multiple solid particles 
and tended to produce a more uniform field of radi- 
ation. 

Colloidal gold is of little value in tumors that 
metastasize early and widely. In lesions that character- 
istically metastasize slowly and regionally, however, 
especially isolated nodules in locations not easily 
treated by roentgen-ray or surgery, radioactive gold 
provided good palliation. When dosages of more than 
50 millicuries were used, some hypoplasia of the bone 
marrow occurred in four patients. This complication 
was thought to be due to the passage of some of the 
gold into the blood stream. 

The authors recommended radioactive gold as the 
treatment of choice for patients with peritoneal or 
pleural effusions caused by malignant disease. The 
interstitial application of the isotope should be re- 
served for patients with malignant tumors that tend to 
spread by way of the lymphatics or that are locally 
invasive. It is not recommended for use in the place of 
roentgen-ray therapy except where the latter has prov- 
en ineffective or cannot be applied for other reasons. 
All patients who receive more than 50 millicuries 
should have a complete blood count every week for 
three months because of the possibility of bone marrow 
damage. (Ann. Surg., 141:208, 1955.) 


114 


Gastrointestinal Hemorrhage in Leukemia 


MassivE upper gastrointestinal hemorrhage in the 
presence of leukemia can present a difficult diagnostic 
problem, according to a recent article by Palmer. Al- 
though a generalized bleeding tendency is common in 
leukemia, the hemorrhage can result from erosive 
gastritis or a gastroduodenal ulcer. Even though a 
bleeding site is identified, these patients may be too ill 
to permit definitive therapy. Peptic ulceration is no 
more prevalent in leukemia patients than in the gen- 
eral population except when steroid hormones have 
been used in treatment of the leukemia. 

The author reported five leukemic patients who de- 
veloped upper gastrointestinal hemorrhage and were 
found to have a gastric or a duodenal ulcer. These 
patients had not been treated with steroid hormones. 
Two additional cases were reported in which ulcers 
developed during ACTH therapy. One of the patients 
was treated for hemorrhage by emergency gastrectomy. 
Bleeding in two others stopped spontaneously. Two 
patients died of exsanguination, one from a duodenal 
ulcer and one from erosive gastritis. 

Although vigorous diagnostic procedures could be 
carried out and were of practical value, the presence 
of the leukemia precluded definitive gastrointestinal 
therapy in some instances. The author stressed the 
importance of a thorough diagnostic effort in patients 
with leukemia who manifest gastrointestinal hemor- 
rhage. (Cancer, 8:132, 1955.) 


Intracavitary Radiocobalt for Bladder Tumors 


HINMAN AND HIS CO-WORKERS have studied the effects 
of intracavitary implantation of cobalt for malignant 
tumors of the bladder. As a result of experience with 
35 patients treated in this manner, they have con- 
cluded that the use of radiocobalt for noninfiltrating 
lesions is not preferable to surgery when there are less 
than three small lesions present. For multiple tumors, 
however, radiation should be the primary procedure 
of choice. 

Surgery following irradiation can be carried out 
without difficulty within the first three or four months. 
After that it becomes more difficult since treatment is 
followed by impaired wound healing. 

For infiltrating lesions, intracavitary implantation of 
cobalt alone is insufficient and must be accompanied 
by external irradiation. This is due to the fact that, 
for such lesions, the necessary delivery of an exceed- 
ingly high dose is injurious to the mucosal surface. 
Three patients out of 14 in the group of infiltrating 
tumors showed complete disappearance of the tumor. 

In advanced lesions, temporary arrest only can be 
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anticipated. In patients for whom only temporary 
arrest is achieved, bleeding and pain may be checked 
for weeks or even months. Palliative treatment can be 
repeated at intervals as necessary. 

The authors recommended that the treatment be 
administered as early as possible and that both external 
and intracavitary irradiation be employed. Further ex- 
perience with modifications of radiation technique and 
prolongation of treatment time will be necessary to 
decrease bladder damage. Radiation dosage varied 
from 5000 r to 7000 r estimated at the mucosal surface. 
It was anticipated, however, that even with higher 
doses not all lesions will be permanently eradicated and 
irradiation will not, of course, prevent the develop- 
ment of new tumors. (J. Urol., 73:285, 1955.) 


Inoperable Pulmonary Cancer 


IN PATIENTS with inoperable pulmonary cancer, either 
primary or metastatic, several forms of treatment are 
of yalue. Karnofsky and his co-workers have enumer- 
ated specific and nonspecific measures. Specific ther- 
apy consists in destroying the cancer or inhibiting its 
growth. When inoperable tumors are found at thora- 
cotomy, irradiation can be carried out (1,000 to 2,000 
ky.) or, better, radon seeds can be implanted to deliver 
a high tumor dose of 8,000 to 12,000. In some in- 
stances of far-advanced disease, nitrogen mustard may 
be useful together with x-ray therapy. This is particu- 
larly true in patients having symptoms due to com- 
pression of the superior vena cava. Occasionally, tri- 
ethylene melamine (TEM) may be useful in widespread 
disease. 

Metastatic cancer of the lung is susceptible to irradi- 
ation as in metastatic cancer elsewhere in the body, 
with the added necessity of prevention of excessive 
fibrosis. A course of nitrogen mustard is useful in 
treating bulky mediastinal and cervical disease. In 
tumors of the thyroid metastasizing to the lung, radio- 
active iodine may be valuable. The adrenal cortical 
hormones and 6-mercaptopurine are indicated in acute 
leukemia. Salt restriction should be emphasized in 
patients with superior vena caval obstruction. In addi- 
tion to these measures, symptomatic treatment is indi- 
cated for nerve paralysis, esophageal invasion, myo- 
cardial invasion and other complications. (Am. J. 


Surg., 89: 526, 1955.) 


Right Ventricular Hypertrophy 


Waker, Heim anp Scott found that there was rela- 
tively poor correlation of anatomic and electrocardio- 
graphic findings of right ventricular hypertrophy. This 
fact is exemplified in the diagram at the right. 


GP july 1955 


The authors suggested that factors other than muscle 
mass contribute significantly to the electrocardiograph- 
ic pattern of right ventricular hypertrophy. Among 
such factors, they named increased pressure in the 
right side of the heart and in the pulmonary circuit, 
increased total pulmonary resistance, abnormal depo- 
larization in the septum and rotation of the heart. The 
fact remains that the electrocardiogram frequently was 
not diagnostic in the presence of anatomic right ven- 
tricular hypertrophy, and a seemingly diagnostic elec- 
trocardiogram was not substantiated by anatomic evi- 
dence in one-third of the cases. (Circulation, 11:215 
and 11 :223, 1955.) 


Pulmonary Edema 


ACUTE PULMONARY EDEMA is a relatively uncommon but 
very serious complication of chest surgery, according 
to a recent article by Beattie. It occurs when serous 


fluid escapes from the pulmonary capillaries into the 
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lung tissue, alveoli, bronchioles and bronchi. It is 
caused by increased pulmonary capillary permeability, 
increased hydrostatic pressure in the pulmonary capil- 
laries, or decreased osmotic pressure of the blood. 

In operations upon cardiac patients, pulmonary 
edema may occur when the right ventricle pumps more 
blood per minute than the left ventricle. When left 
ventricular filling is interfered with, as in mitral ste- 
nosis, tamponade or an intrinsic mass in the left 
atrium, edema may result. Weakening of the left ven- 
tricle or increasing the work of the left ventricle, as 
in hypertension or aortic stenosis, will have similar 
effects. 

When the osmotic pressure of the blood is reduced, 
the escape of fluid through the capillaries is greatly 
increased. The lung lymph flow is doubled within 45 
minutes following a hemorrhage of 25 per cent of the 
blood volume of a dog. If intravenous saline infusion 
follows the hemorrhage, the lymph flow increases 
rapidly, but if plasma or blood are given, the flow is 
not elevated. 

Clinically, pulmonary edema can be recognized by 
several observations. The onset may be gradual or sud- 
den. The patient complains of a feeling of oppression 
in his chest, of apprehension and of increasing dysp- 
nea. An incessant short cough, with copious frothy or 
blood-tinged sputum, is present. The patient has an 
appearance of pallor, perspiration and a shock-like 
state. Rales are present throughout the lungs, the 
blood pressure and pulse rate tend to be elevated, 
although eventually the pressure falls. 

Prevention of the condition consists in careful pre- 
operative preparation of the patient and care during 
surgical procedures. The edematous patient should be 
rid of his edema. Serum proteins, serum electrolytes 
and hematocrit should be normal. Digitalization should 
be used when needed. During operation and in the 
convalescent period, a clear airway must be maintained 
with proper aspiration of the tracheobronchial tree. 
Postoperatively, the patient should turn hourly, and 
deep breathing and early mobilization should be 
encouraged. 

Should acute pulmonary edema develop, prompt 
treatment is essential. The head of the patient should 
be elevated. Intermittent tourniquets applied to the 
extremities help to trap blood in the arms and legs. A 
phlebotomy of 500 cc. of blood may be lifesaving. 
Morphine should be administered unless there is a 
specific contraindication. Anoxia must be treated 
strenuously by a snug-fitting mask with an adequate 
flow of oxygen. Positive pressure should start at plus- 
two to plus-four centimeters of water, and be lowered 
one centimeter every one to four hours, depending 
upon the condition of the patient. Following the acute 
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episode, mercurial diuretics and careful control of the 
daily sodium chloride intake to as low as 200 mg. are 
beneficial. (Am. J. Surg. 89:310, 1955.) 


Circulation and Homologous Skin Grafts 


IN AN EXPERIMENTAL STUDY to determine factors in- 
fluencing the success of homologous skin grafting, 
Conway and his co-workers have described two factors 
that improve the duration of success. The authors 
found that the use of sodium salicylate in mice pro- 
longed the duration of the take of homografts from 5.6 
days to 18.03 days. The salicylate was administered to 
the recipients preoperatively and postoperatively. If it 
was given after homografting, the survival time of the 
graft was 13.3 days but, if the recipient was pretreated 
as well, the survival time was 17.25 days. 

The explanation for the success of salicylates con- 
sidered two points. First, since the initial reaction to 
homologous skin grafting is an inflammatory response 
in which large amounts of free hyaluronidase are re- 
leased, substances such as salicylates which interfere 
with the action of hyaluronidase should increase the 
viability of homografts of the skin. Second, sodium 
salicylate prolongs the viability of homografts, it was 
postulated, simply by suppressing the initial mani- 
festation of immunity, namely, thrombosis. 

The authors also carried out experiments to deter- 
mine the degree of prolongation of survival resulting 
from local irradiation of the recipient site. Survival was 
definitely prolonged by the local irradiation. In one 
instance, a homograft survived for 48 days, although 
it is probable that only the dermal elements lived, since 
the graft was devoid of hair and pigment. It was re- 
placed in 53 days by tissue from the host. In spite of 
this improvement, however, permanent survival of 
grafted tissue has not yet been attained. (Plast. & Re- 
construct. Surg., 15:56, 1955.) 


Splenic Artery Aneurysm 


AnEuryYsMS of the splenic artery are the most common 
in the abdominal cavity with the exception of the 
aorta, according to a recent report by Downs and his 
associates. In spite of the prevalence of these lesions, 
their diagnosis prior to rupture is rarely made, and 
successful treatment after rupture has been reported 
in only seven cases. 

These aneurysms may give no symptoms prior to 
rupture or may produce such nonspecific complaints 
as epigastric discomfort or indigestion. At the time of 
rupture, there may be sudden, severe epigastric pain 
with varying degrees of shock, followed shortly by 
death unless prompt treatment is employed. In some 
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instances, a two-stage rupture occurs, the first pro- 
ducing a retroperitoneal hematoma and the second, 
death within a short period of time. 

Bleeding at the time of rupture may occur into the 
peritoneal cavity or gastrointestinal tract. Following 
hemorrhage, signs of shock are severe, and when bleed- 
ing occurs into the peritoneal cavity, a misdiagnosis 
may be made of ectopic pregnancy, ruptured peptic 
ulcer or other abdominal emergency. 

The authors reported the case of a 38-year-old 
man who suddenly developed severe midepigastric 
pain following dinner and shortly thereafter vom- 
ited about a pint of bright red blood. The pain 
continued and radiated to his shoulder. There was 
mild epigastric tenderness but no other unusual find- 
ings. A gastrointestinal x-ray series showed evidence 
of a duodenal ulcer. Several days later, he again vom- 
ited a large amount of bright red blood, passed several 
tarry stools and went into deep shock. At operation, 
a large mass was palpable in the area of the pancreas. 
The retroperitoneal mass was aspirated and found to 
contain 300 cc. of greyish brown turbid fluid. The 
stomach was resected and the wound closed, the diag- 
nosis being pancreatic cyst. 

The patient continued to have attacks of massive 
gastrointestinal bleeding and finally was re-explored 
with a diagnosis of aneurysm of one of the branches of 
the celiac artery. A large mass was encountered which 
by careful dissection proved to be a false aneurysm of 
ihe splenic artery. This was resected successfully. The 
source of the patient’s gastrointestinal hemorrhage 
was not determined. The presence of dilated veins, 
however, and the known coincidence of splenic artery 
aneurysm and portal hypertension made it appear that 
this was the cause of the hemorrhage. 

The authors suggested that splenic artery aneurysm 
be considered in obscure cases of massive gastroin- 
testinal hemorrhage, and recommended the use of 
translumbar aortography as the most certain method 
of making the diagnosis. (Ann. Surg. 141:268, 1955.) 


Angiocardiography and Bronchogenic Carcinoma 


Stesser, Britt and Freer performed angiocardiography in 
31 patients having bronchogenic carcinoma. The auth- 
ors considered the carcinoma to be inoperable when 
there was evidence of partial obstruction, irregular fill- 
ing or filling defects in the superior vena cava or in the 
left innominate vein. Also, partial or complete occlusion 
or irregular filling of the main right pulmonary artery 
proximal to its bifurcation to upper or lower branches 
indicated inoperability. Similar changes in the left main 
pulmonary artery within 1.5 cm. of its origin from the 
main trunk was also considered evidence of incurabil- 
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ity. The authors found 11 examples where inoperability 
was indicated by angiocardiography and confirmed at 
thoracctomy. The remaining 20 patients showed nor- 
mal great vessels and were operable. (Thorax, 9:91, 
1954.) 


Tuberculous Pleural Effusions 


ABELES AND CHAVES analyzed the age distribution of 65 
cases with a diagnosis of tuberculous pleural effusion 
reported to the New York City Health Department in 
1950. From a clinical viewpoint, findings suggested 
that a tuberculous etiology for pleural effusion will 
have to be considered with increasing frequency in 
male patients more than 40 years of age (see accompany- 


ing diagram). (Am. Rev. Tuberc., 70:901, 1954.) 
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Tumors of the Sole 


ALLEN AND ASSOCIATES presented a review of cases of 
tumors of the sole of the foot. Common among such 
lesions is plantar fibromatosis—a lesion identical with 
Dupuytren’s contracture of the palm. Dupuytren de- 
scribed thickening chiefly in the palm of the hand, 
consisting in fibrous nodules with contractions of the 
palmar aponeurosis. He also mentioned such lesions 
in the sole of the foot. 

Allen’s group reported 69 cases of plantar fibro- 
matosis and nine cases of malignant neoplasms involv- 
ing the soft tissues of the sole. Among the malignant 
neoplasms were synoviomas and liposarcomas—tumors 
that are also found elsewhere in the body. 

Plantar fibromatosis usually occurred during the 
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fourth decade of life. The lesions produced slowly 
progressive fibrous thickening on the sole of the foot. 
They were asymptomatic in the great majority of cases. 
Pain was infrequent and mild. Following removal in 38 
cases, recurrence followed in 25, usually within one 
year after operation. 

The importance of fibromatosis is in the danger of 
its being mistaken histologically for a malignant neo- 
plasm. In an area of acellular collagen tissue, rapidly 
growing fibroblasts with cellular variability and mitotic 
figures can easily be mistaken for malignant cells. The 
authors stressed the fact that plantar fibromatosis is 
benign, and there is no evidence that it has ever shown 
sarcomatous degeneration. (J. Bone & Joint Surg., 
37A:14, 1955.) 


Thymoma 


IN pIscussING diagnosis and treatment of thymoma, 
Weingarten and Gordon re-emphasized a prevailing 
surgical credo—the finding of a tumor in the anterior 
mediastinum demands immediate thorough investiga- 
tion, with recourse to exploratory thoracotomy if other 
diagnostic procedures are unavailing.” 

Frequently thymomas are asymptomatic, being dis- 
covered on routine chest roentgenography. In other in- 
stances the tumor enlarges to a degree or in a direction 
to produce compression of mediastinal structures. In 15 
per cent of thymomas, there are symptoms of myasthe- 
nia gravis. Occasionally, the first evidences of the tumor 
are related to malignant ‘“‘change”’ — invasion of sur- 
rounding structures or metastasis. (Ann. Int. Med., 42: 
283, 1955.) 


Postural Shock in Pregnancy 


ONCE IN A WHILE, a pregnant woman near term develops 
a peculiar postural shock—present while she is lying on 
her back, relieved when she turns on her side. After 
studying such cases, Wilkening, Knauerand Larson sug- 
gest that the explanation for the syndrome is as follows: 

When the patient is in the dorsal recumbent position, 
the large gravid uterus presses back against the inferior 
vena cava, thereby trapping blood in the lower part of 
the body. Venous return is proportionally diminished, 
and cardiac output falls accordingly. 

Whether or not this explanation is correct, the pos- 
tural relationships of the syndrome have a practical im- 
portance. Thus, the authors caution, “When symptoms 
and signs of shock, without obvious cause, are observed 
in a patient late in pregnancy, she should be re-exam- 
ined carefully in the lateral recumbent position before 
active measures of treatment for shock are begun. In 
treating shock from any cause in late pregnancy it may 
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be wise to have the patient lying on her side rather than 
in the routine dorsal recumbent position.” (California 
Med., 82:159, 1955.) . 


Parathion Poisoning 


THOMPSON REVIEWED the problems of poisoning due to 
parathion — a cholinesterase inhibitor widely used in 
agricultural practice as an insecticide. Directly or indi- 
rectly, parathion acts on cholinesterase, thereby allow- 
ing toxic quantities of acetylcholine to accumulate. The 
duration of acute poisoning is from two to four days, 
although bodily stores of cholinesterase are not fully re- 
stored for 30 to 60 days. The agent may enter the body 
through the intact skin. The symptoms and treatment 
of parathion poisoning can be outlined as follows: 
I. Symptoms 
A. Muscarine-like effects 
1. Anorexia and nausea 
2. Abdominal cramps, diarrhea 
3. Vomiting 
4. Sweating 
5. Salivation 
6. Pupillary constriction 
7. Bronchorrhea 
8. Pulmonary edema 
B. Nicotine-like effects 
1. Fasciculations of muscles 
2. Weakness 
C. Central nervous system effects 
. Restlessness and anxiety 
. Tremor 
. Ataxia 
. Paresthesias 
. Confusion 
. Convulsions 
Coma 
II. Treatment 
A. Atropine: 0.2 mg. hypodermically—repeatedly 
until mouth is dry and pupils dilated 
B. Decontamination of skin, hair, clothing, 
stomach 
C. Artificial respiration 
(California Med., 82:91, 1955.) 
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Viomycin in Pulmonary Tuberculosis 


TUCKER SUMMARIZED the results obtained in 125 patients 
with active pulmonary tuberculosis who were treated 
with viomycin in sixteen VA hospitals. Most of these 
cases had far-advanced disease with extensive cavitation 
and sputum positive for tubercle bacilli. They had also 
failed on prior antimicrobial therapy. 

The viomycin was administered in a dose of 2 Gm. 
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twicea week. Some received viomycinalone, while others 
received viomycin plus other antimicrobial agents such 
as streptomycin, PAS and isoniazid. In 14 per cent of 
the patients, it was necessary to discontinue the viomy- 
cin because of toxicity. The incidence of serious toxic 
manifestations was about equally divided among renal, 
allergic, impairment of function of eighth cranial nerve, 
and nausea and vomiting. 

The results were almost universally better when vio- 
mycin was administered with one or more of the other 
commonly used antimicrobial agents. The poorest re- 
sults were obtained in the groups treated with viomycin 
alone and viomycin with either oxytetracycline or pyra- 
zinamide. X-ray improvement occurred in 50 per cent 
and cavity closure in 25 per cent. Sputum conversion 
by culture was noted in 30 per cent. 

The author concluded that when there isa clinical in- 
dication for antimicrobial therapy in tuberculosis and 
the more commonly employed agents are ineffective, vi- 
omycin may be effective. It is, however, less effective 
than either streptomycin or isoniazid. Because of the 
toxicity of viomycin even on a schedule of administra- 
tion of 2 Gm. twice a week, careful laboratory control 
is necessary. (Am. Rev. Tuberc., 70:812, 1954.) 


Hydramnios 


IT HAS BEEN PROPOSED by Prindle, Ingalls and Kirkwood 
that hydramnios, anencephalus, fetal death and many 
“monstrosities” seen in association with them are in- 
terrelated components of maternal placental fetal dis- 
ease. Of 145 pregnancies complicated by hydramnios, 
the authors found that 68 terminated in the delivery of 
defective infants. The commonest single fetal anomaly 
was anencephaly, which occurred in almost one-fourth 
of all the pregnancies. There were also six instances of 
hydrocephalus and four instances of mongolism. 

The authors suggested that hydramnios results from 
factors that affect placenta and fetus concomitantly, 
usually beginning during the first trimester. They dis- 
cussed the factors—local and general—from the point 
of view of their capacity to interfere with fetal and 
placental circulation, oxygen and fluid balance. Local 
factors included mainly anomalies and infarcts of the 
placenta. General factors were Rh sensitization, toxe- 


mia and diabetes. (Mew England J. Med., 252:555, 
1955.) 


Cat Scratch Fever 


Car scRATCH FEVER has become recognized as a clinical 
entity, although the etiology remains obscure. There 
are three principal features of the disease: (1) history 


of cat scratch; (2) lymphadenopathy ; (3) positive skin 
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reaction to intradermal injection of an antigen pre- 
pared from lymph nodes of patients having the disease. 

Kalter, Prier and Prior tested the specificity of the 
skin test. They administered the test to 250 patients 
having lymphadenopathy of unknown etiology, and to 
94 healthy subjects who served as “controls.” The 
results were as shown in the accompanying diagram. 

Incidentally, the authors mentioned that skin-test- 
ing antigen should be prepared with material obtained 
from patients having a negative history for jaundice. 
This precaution seems necessary in order to reduce 
the risk of transmitting the virus of homologous serum 
hepatitis during the test procedure. (Ann. Int. Med., 
42:562, 1955.) 


Repair of Cardiac Rupture 


OVER TEN YEARS AGO, Bright and Beck reviewed 168 
fatal cases of nonpenetrating injury to the heart— 
found that 30 patients who lived longer than one hour 
might have been helped by surgery. Recently, Des- 
forges, Ridder and Lenoci reported what they be- 
lieved to be the first case of concussive cardiac rupture 
successfully repaired by a surgeon. 

The patient had been injured seriously in an auto- 
mobile accident. Nine hours after admission to the 
hospital, the right side of the thorax was explored be- 
cause of persistent hemothorax. A 4-cm. rent was dis- 
covered in the right side of the heart at the junction 
of the superior vena cava and the atrium. The opening 
was closed with a simple running suture of black silk. 
The patient recovered fully. In this case, the peri- 
cardium also had been torn, so that blood from the 
cardiac wound entered the right hemithorax instead 
of causing cardiac tamponade. 
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The authors emphasized two points: (1) Cardiac 
contusion or rupture from nonpenetrating injury 
should be suspected routinely when dealing with ex- 
tensive injuries capable of producing chest compres- 
sion or rapid increase in central venous pressure. (2) 
It is dangerous to suppose that most intrathoracic 
hemorrhage either is immediately fatal or will soon 


stop spontaneously. (New England J. Med., 252:567, 
1955.) 


Adrenal Function Following Cortisone Therapy 


IT HAS BEEN SHOWN that treatment with cortisone causes 
suppression of adrenocortical function. Since the adre- 
nal changes found in such patients resemble those seen 
in hypopituitarism, it has been postulated that exoge- 
nous cortisone induces adrenal atrophy by suppressing 
the secretion of pituitary adrenocorticotrophic hor- 
mone. However, studies by Fredell and his associates 
have shown that this cortisone-induced adrenal atrophy 
is reversible. 

The authors studied 19 male patients who had re- 
ceived continuous therapy with cortisone for periods 
up to 50 months. When these patients received daily 
intravenous infusions of corticotrophin, adrenocortical 
response occurred. The adrenocortical response was 
measured by eosinophil counts and determinations of 
17-ketosteroid and corticoid excretion. 

The authors cautioned that, while it is reassuring to 
have evidence of the reversibility of cortisone-induced 
atrophy of the adrenal cortex, another part of the pic- 
ture must be considered. There have been noted several 
cases of postoperative irreversible shock and death in 
patients who had been on cortisone therapy prior to 
surgery. 

This untoward event is presumably due to sup- 
pression of the pituitary and adrenal subsequent to 
therapy with cortisone. It follows that any patient who 
has been receiving cortisone may require additional 
cortisone for maintenance through a period of stress. 


(Arch. Int. Med., 95:411, 1955.) 


Erythromycin-Resistant Staphylococci 


ERYTHROMYCIN has been particularly effective in the 
treatment of infections caused by staphylococci that 
are resistant to penicillin. However, increased resist- 
ance to erythromycin occurs in vitro when strains of 
staphylococci are cultivated in increasing concentra- 
tions of erythromycin. In addition, erythromycin- 
resistant strains of staphylococci have been found in 
the nasopharynx of hospital personnel after erythro- 
mycin had been used in the treatment of patients. 
Wise and his associates at the Minneapolis General 
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Hospital performed sensitivity tests on 208 cultures of 
M. pyogenes isolated from December 1, 1952, to March 
1, 1954. The first strain of erythromycin-resistant 
staphylococci was isolated from an infection in June, 
1953. 

A total of 37 cultures of erythromycin-resistant 
staphylococci were obtained from 23 patients during 
this period. In this study, three patients had infections 
caused by staphylococci that became more resistant to 
erythromycin during treatment with this antibiotic. 
These cultures were of the same bacteriophage type 
before and after the emergence of resistant strains. In 
three patients the erythromycin-resistant strain isolated 
after therapy was a different bacteriophage type from 
the original organism. In six patients in whom bacte- 
riologic studies had not been carried out prior to ther- 
apy with erythromycin, there was development of infec- 
tions caused by erythromycin-resistant staphylococci. 
Eleven patients who did not receive erythromycin de- 
veloped infections that were caused by erythromycin- 
resistant staphylococci. In this last group the authors 
felt that cross infections occurred with erythromycin- 
resistant strains that were present in the environment 
of the hospital. They further showed that erythro- 
mycin-resistant strains isolated from infections possess 
a similar resistance to carbomycin (Magnamycin). 


(Arch. Int. Med., 95 :419, 1955.) 


Benign Gastric Polyps 


DurinG a ten-year period, Niemetz and Wharton dis- 
covered 32 patients having benign gastric polyps. 
Some were asymptomatic and even when symptoms 
were present, they were hardly distinctive. Gastros- 
copy was superior to x-ray examination for diagnosis, 
although the use of both procedures gave best results. 
The authors did not find any case in which a benign 
polyp became malignant. (Ann. Int. Med., 42:339, 
1955.) 


Anemia of Nontropical Sprue 


Common y, the anemia of nontropical sprue (“malab- 
sorption syndrome”’) is hypochromic and microcytic. It 
does not respond to administration of ferrous com- 
pounds by mouth, apparently because patients with ste- 
atorrhea absorb iron poorly. Recently, Kelley, Logan 
and Christ reported a case in which cortisone seemed to 
correct this failure of iron absorption. The patient’s mi- 
crocytic hypochromic anemia had not responded to fer- 
rous sulfate by mouth. Folic acid or vitamin By, had not 
been given. When cortisone was used, there wasa prompt 
reticulocyte response, and the anemia was corrected. 


(New England J. Med., 252:658, 1955.) 
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Gamma Globulin Benefit 


(New York State Medical Society, Buffalo, N.Y., May 12.) 
HicH Dosss of gamma globulin appear to bring rapid 
recovery from neurologic complications accompanying 
or following rubella. In a local outbreak, two patients 
given G.G, had rapid, nearly complete recovery, while 
untreated cases had prolonged convalescence and less 
complete recovery in some instances. Further study 
appears justified.—Drs. THomas M. Dristang, Frep- 
mick H. Hessen and Rosert W. Graves, Albany 
Medical College of Union University. 


Diagnosis of Lung Cancer 


(Ibid. May 13.) Puysicians can reduce the death toll 
from lung cancer by exercising a high degree of sus- 
picion for early symptoms of this silent disease. “The 
man who gets a cure for his patient is the physician 
who so understands the disease that he insists upon 
bringing his patient to exploration early so as to have 
resection performed early in the disease process. Fre- 
quently this means bringing the patient to the operat- 
ing table for a diagnosis ...and exploring without 
waiting for symptoms to develop.”—Dr. AprRIAN 
Lament, Roosevelt and Bellevue Hospitals, New York. 


Hobbies for Fatties 


(Ibid. May 11.) PRevENTION, not treatment, is the best 
answer to obesity. But hobbies and relief of boredom 
can be helpful in controlling obesity. The idea is to 
help patients utilize leisure time without boredom. 
—Dr. Norman S. Moore, School of Nutrition, Cornell 
University. 


Fatigue 


(Ibid. May 13.) Causes OF FATIGUE include daily activity 
bringing overexpenditure of energy (diagnosable 
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through case history); poor diet; vitamin deficiency ; 
psychologic factors such as conflict, and frustration, as 
well as numerous physical disorders. The midafternoon 
“*coffee break” can help bring release from fatigue by 
augmenting blood sugar and relieving strain of con- 
tinued muscular function, or boredom.—Dr. E. A. 
Burxwarvt, Bellevue Hospital, New York. 


Bone Lesions 


(Ubid. May 13.) AnTERioGRAPHY shows promise in mak- 
ing diagnosis of questionable bone lesions, as to 
whether they are malignant or benign. From nearly a 
year’s experience at Roswell Park Memorial Institute, 
Buffalo, it appears probable that x-ray visualization of 
arteries can in most instances permit distinguishing 
between malignant and benign primary bone lesions, 
and sometimes aid in establishing more certainly the 
histology expected in benign tumors.—Drs. Euurotr 
C. Lasser and Rosert Scuosincer Von SCHOWINGEN, 
Roswell Institute. 


Glaucoma Treatment 


(Ibid. May 12.) EpucaTion OF THE PATIENT is essentia! 
in medical treatment of chronic glaucoma, estimated to 
affect 2 per cent of persons over 40. Miotics form the 
basis of medical treatment. The patient must be told 
his prognosis depends upon cooperation in using drops 
which will not cure but will, at best, keep his disease 
under control. He must also appreciate the necessity of 
periodic examinations. Medical treatment merits a 
thorough trial before resorting to surgery.—Dr. 
Rosert E. Kennepy, University of Rochester. 


Asthma and Mental Disturbance 


(National Association for Mental Health New York, 
May 18.) A DIRECT RELATION between asthma and 
mental disturbance is found by Dr. Peter Knapp, 
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Boston University School of Medicine. Asthma is al- 
most always accompanied by personality disturbance, 
with a direct correlation noted in this study between 
severity of the physical and mental conditions. There 
seems to be a basic disturbance expressed psycholog- 
ically by mental symptoms, and somatically by asth- 
ma. The link between them may be the adrenal cortex. 
No “typical asthmatic personality” was detected. 


Smokers’ Hyperplasia 

(American College of Chest Physicians, Atlantic City, 
June 2.) Microscopic sTupDIEs post-mortem of the 
tracheobronchial trees of 41 humans show more hyper- 
plasia of basal cells in the mucous lining among ciga- 
rette smokers than nonsmokers. In serial sections, 
hyperplasia was noted more frequently among smokers, 
and the hyperplasia was greater in degree. Some 
authorities consider hyperplasia a precancerous condi- 
tion, others do not. Whether smoking produced the 
observed increase in hyperplasia remains an open 
question pending more studies, particularly studies 
taking account of other factors such as age and sex.— 
Drs. Oscar Aversacn, THomas G. Petricx, ARTHUR 
Purpy Strout, Arnotp L. Srarsincer, E. 
Muensam, Jerome B. Forman and J. Brewster Gere, 
Veterans Administration Hospital, East Orange, N.J. 


Yellow Bacillus Disease 


(National Tuberculosis Association, Milwaukee, May 26.) 
A NEWLY-OBSERVED “‘yellow” bacillus causes a disease 
that masquerades as tuberculosis. The bacillus was 
isolated from 17 patients, aged one-month old to 65 
years, with clinical symptoms of tuberculosis. Ten pa- 
tients had lesions confined to the lungs, with an upper 
lobe primarily involved. Six have died, five succumbing 
to the new disease. It is apparently inactive in five 
patients, symptom-free. Another has no x-ray or bac- 
teriologic evidence of disease but still complains of 
slight cough and fatigue. Three still are being treated 
and two have been lost to follow-up. The bacillus has 
a cream to yellow color when cultivated on artificial 
medium.—Dnrs. Lawrence E. Woop, Victor B. 
and ANN Poitack, University of Kansas and Kansas City 
General Hospital. 


Chronic Bronchitis 


(Ibid, May 24.) SMOKING must be forbidden for the pa- 
tient with chronic bronchitis, “probably the most 
common chest condition encountered by both general 
practitioner and specialist alike.” An “indolent but 
highly resistant type of infection,” it calls for vigorous 


measures. These include a well-performed bronchos- 
copy; thorough aspiration; use of expectorants with 
forced fluids, postural drainage and inhalation therapy, 
and cessation of smoking. This regimen “has proved 
markedly effective.’—Drs. Davm H. Waterman, 
Suetpon Doma, K. Rocers, and ARTHUR 
J. Pottarp, Knoxville, Tenn. 


Steroid Anesthesia 


(International College of Surgeons, Geneva, Switz., May 
26.) A sTERIOD comPpounD has been used successfully 
for the first time as a surgical anesthetic. It is hydrox- 
ydione sodium (Viadril), but possesses no hormonal 
activity. From trials on more than 130 patients, it 
gives best results when given intravenously as a basal 
anesthesia, followed by administration of nitrous oxide. 
Advantages reported for it are: greater margin of 
safety ; smoother, more even anesthesia ; less respiratory 
depression; diminished reflexes of nose and throat; 
faster and easier recovery from anesthesia.—Drs. Gr- 
BERT S. GorpDan, Jr. and Frank J. Murpuy, University 


of California. 


Arthritis Control 


(American Rheumatism Association, Atlantic City, June 
5.) ConTINUING sTUDIEs confirm early impressions re- 
ported last fall that the new steraid, metacortaudracin, 
is four times more potent than cortisone or hydro- 
cortisone in treating rheumatoid arthritis. The drug 
was administered for six to ten months to patients 
with active, progressive disease that had failed to re- 
spond satisfactorily to aspirin, gold, cortisone, hydro- 
cortisone, ACTH or phenylbutazone. Most exhibited 
striking improvement. Metacortaudracin has not been 
accompanied by sodium retention.—Dr. JosePu J. 
Bunm, National Institute of Arthritis and Metabolic 
Diseases, Bethesda, Md. 


Rheumatoid Heart Disease 


(Ibid. June 4.) Autopsy srupres support the concept 
“that rheumatoid heart disease is a multiphasic entity 
with many pathologic manifestations. The observa- 
tions seem to indicate that persons with rheumatoid 
arthritis are more likely to have rheumatoid heart 
disease than ateriosclerotic heart disease.” Clinically, 
while patients were living, it was not possible to dis- 
tinguish between the two forms of heart ailment. In 
congestive heart failure, “the patient with rheumatoid 
heart disease responded poorly to treatment. The 
response of the patient with arteriosclerotic heart 
disease was good.”-—Dr. M. H. Levin, Los Angeles. 
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Intervertebral Disk Syndrome 


Q. What are considered positive findings in ruptured 
intervertebral disk syndrome ? What significance has 
a negative myelogram with other cardinal persistent 
symptoms ? 


A. Positive findings vary in ruptured intervertebral 
disks. When the lumbar region is involved, most often 
there is a list of the spinal column, either toward or 
away from the side on which the pain is noted. There 
is limitation of motion of the spinal movements as a 
result of muscle spasm. There is limitation of straight 
leg-raising or in elicitation of Laségue’s sign on the side 
affected, and there is also tenderness over the area of 
the ruptured disk. Often the ankle jerk is diminished 
or absent on the side affected. There may also be some 
weakness of the muscles of the foot on the side affected 
when the herniation of the disk is extreme. 

A myelogram which does not demonstrate herniation 
does not always exclude the possibility of a protruded 
intervertebral disk. 


Gastrointestinal Allergy in Infancy 


Q. A 9-month-old baby has gastrointestinal allergy and 
is sensitive to milk (cow’s and goat's), wheat, beef, 
pork, corn, oats, many fruits and vegetables. What is 
a good treatment, and what foods may be used most 
successfully ? 


A. It is advisable to give this infant as simple and as 
unvaried a diet as he will tolerate for the next three 
months. There is a fortunate but poorly understood 
grace that operates to obviate a number of such al- 
lergies in many infants at that time. 

Powdered Mullsoy supports normal growth and has 
beer most successful and acceptable as a milk substi- 
tute. Squash, sweet potatoes and rice cereal seem to be 
less .llergenic than other vegetables and cereals. Jello 
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Readers are encouraged to submit inquiries to GP. 
These will be answered by authorities 
in the appropriate fields of therapy and diagnosis. 


and Junket are sometimes well tolerated as are apple- 
sauce, pears and banana flakes. 

The multiple liquid vitamin preparations are frequent 
offenders and because of the particular need for these 
supplements in such infants, Polyvitamin Dispersion 
(Mead Johnson) is hypoallergenic. Changes in the diet 
should be made singly so that identification of offending 
substances can be made. Proper care of the skin must 
be maintained and elixir of Benadryl can be safely em- 
ployed for restlessness and symptomatic relief. 


Treatment of Edema 


Q. This question concerns the management of a rather 
severe diabetic with heart disease. This is a 55-year- 
old white woman who has had diabetes for about 15 
years. For the last couple of years she has had a 
cardiac decompensation with dyspnea, edema of the 
ankles, etc. The diabetes is regulated on a 1,500 calorie 
exchange diet, NPH insulin, 40 units before break- 
fast and 20 units before supper, regular insulin, 5 
units before lunch and supper. She is also getting 
sufficient digitalis to maintain her pulse rate between 
75 and 85. The main problem now is reduction of 
the edema of the ankles and legs. I have tried mer- 
curial diuretics, Diamox and ion-exchange resins. 
Any of these upset the diabetic treatment. Do you 
have any suggestions for reducing this edema and 
still maintaining regulation of the diabetes ? 


A. In general, mobilization of edema fluid from the 
extracellular spaces and its elimination by the kidneys 
should not interfere with the management of a diabetic 
patient. One must always consider other factors that 
might influence the diabetes. Thus if effective diuretic 
therapy leads to considerable increase in well-being of 
the diabetic patient with congestive heart failure, with 
consequent increase in appetite, the regulation of the 
diabetes may be upset on this account. 
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Recently a more specific effect of Diamox has been 
observed (see discussion by Dr. Wolfson in Diabetes, 
3:303, 1954). In this case, the use of Diamox led to an 
increase in the excretion of potassium, to glycosuria 
and to so-called “steroid diabetes.” 

Some thought should also be given to the possibility 
that the edema in this patient is not due wholly to 
heart disease. At her age, having had diabetes for 15 
years, there may also be an important renal factor. It is 
not unusual for intercapillary glomerulosclerosis to 
develop under these circumstances. This is one of the 
varieties of renal disorders that is often characterized 
by the nephrotic syndrome. 


Undescended Testicles 


Q. What is the latest treatment for undescended testicles ? 
What is the best age to start treatment ? What treat- 
ment is best for a 13-year-old boy? 

This question was referred for answering to two 
authorities: an endocrinologist and a_ urologist. 
Their answers follow: 


A. Enpocrinovocist: If eunuchoidism is not present, 
chorionic gonadotrophin remains the best medical 
treatment for undescended testes. 

Some observers believe that treatment should be 
given as early as age 3 years, in order to prevent dam- 
age to the testicle. However, age 7 to 8 years seems 
generally accepted as a satisfactory time to start ther- 
apy. Medical treatment after puberty is seldom success- 
ful, and is not necessary for migratory testes, such as 
those which can be seen to descend into the scrotum 
in a warm bath. 

In a 13-year-old boy who has not yet fully matured, 
chorionic gonadotrophin can be administered in dos- 
age of 500 to 1,000 international units intramuscularly 
three times weekly for six to eight weeks. After a rest 
of six weeks, this course can be repeated. If descent 
has not occurred by the end of the second course, 
further treatment with larger dosage is of no use, and 
in younger patients may cause some precocious pub- 
erty. If medical treatment is unsuccessful, surgical in- 
tervention must be considered to explore for the testis 
and bring it down if possible. 


A. Urotocist: There has been very little change in 
the treatment for undescended testicles in the past few 
years. If the testicles are retained in the inguinal canal 
or in the abdomen, operative correction of the de- 
formity is necessary. If the organs can be palpated 
outside of the external ring, a course of chorionic 
gonadotrophin should be given not to exceed one 
month. 
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The best age to start treatment is a subject of some 
controversy. Some surgeons advise that if the testicles 
are in the inguinal canal or in the abdomen, surgical 
treatment should be undertaken at the age of 7, while 
others feel operative intervention should not be under- 
taken until just before the age of puberty. 

In a case of undescended testicles in a 13-year-old 
boy, operation should be carried out if the testicles 
have shown no sign of further descent following a 
course of gonadotrophin therapy. Some operation em- 
ploying the principle of traction, such as a Torek 
operation or one of the many modifications of this 
procedure, should give the best result. 


Cobalt for Anemia 


Q. Would you please evaluate the clinical use of mix- 
tures of iron and cobalt for anemia ? 


A. There is no established indication for the clinical 
use of cobalt and iron in the therapy of anemia. Iron 
alone is of value only in the treatment of iron-deficien- 
cy (hypochromic anemia, which is secondary in all 
cases to blood loss, in adults). Cobalt is present in the 
average diet in greater than required amounts for 
maintenance of positive balance. The normal adult 
consumes about 5 to 8 micrograms of cobalt a day. 
Positive balance is maintained on 5 or less micrograms 
a day. The excess is excreted in the urine. Therefore 
cobalt supplementation in therapy of anemia is not 
necessary. 

Although it is now clearly established that excess 
cobalt given therapeutically can alleviate to some ex- 
tent anemia secondary to infection, cancer or uremia, 
nevertheless any value due to its use in these particu- 
lar conditions must be weighed against the disadvan- 
tageous side effects. They are: anorexia, nausea, vomit- 
ing, skin reaction, severe substernal pain, tinnitus, 
deafness, paresthesias of the feet, goiter (with hypo- 
thyroidism) and even sudden death. Similarly, any 
slight increment in rate of return of hemoglobin to 
normal values in iron-deficiency anemia when cobalt 
supplementation is also given, would hardly seem a 
strong indication for prescribing a mixture of iron and 
cobalt. 


Benign Prostatic Hypertrophy 


Q. Does the occurrence of benign prostatic hypertrophy 
have any etiologic connection with (1) frequency oJ 
intercourse; (2) male climacteric; (3) hypothyroidism ? 


A. The etiology of benign hypertrophy of the prostate 
is unknown, although its occurrence with advancing 
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years suggests an endocrine factor. Similar, but not 
identical, lesions have been produced in the experi- 
mental animal by the administration of anterior pitui- 
tary-like substances and by estrogens. There is enough 
histologic difference between these experimental le- 
sions and the clinical ones to cast doubt on the as- 
sumption that either of these agents is important in 
the etiology of clinical cases. 

Number 1. It has been stated that total abstinence 
from sexual relations prevents the occurrence of 
benign hypertrophy of the prostate, but proof is lack- 
ing. The fact that it occurs in Catholic priests casts 
doubt upon this assumption. 

Number 2.1 am not prepared to admit the existence 
of the male climacteric, feeling that the symptoms 
usually attributed to it are due to the tensions of 
modern life and not to any specific endocrine dys- 
function. The fact that benign hypertrophy of the 
prostate is not favorably influenced by the male sex 
hormone makes this an unlikely hypothesis. 

Number 3. There is no evidence whatever that hypo- 
thyroidism has anything to do with the etiology of 
benign hypertrophy of the prostate. I cannot recall 
ever having seen any patient with frank hypothyroid- 
ism and benign hypertrophy of the prostate. 


Diabetes Insipidus 


Q. A patient aged 52 has proven diabetes insipidus. He 
has taken an ampule of Pitressin daily for 14 
months. What is the best way to work out a mainte- 
nance dose ? 


A. The most effective management of diabetes insipi- 
dus in this clinic has been accomplished by nasal in- 
sufflation of posterior pituitary powder with the kit 
supplied by the manufacturer (Armour). The usual 
method is to have the patient insufflate a given amount 
of powder into the nasal passages following each void- 
ing, thus providing automatic control in terms of 
dosage requirements. 

Under this regimen some patients manifest rhinitis 
which is usually relieved by temporary cessation of 
medication. During this time, or if the patient is un- 
able to tolerate the powder due to intractable rhinitis, 
our policy is to give long-acting Pitressin—the tannate 
preparation—once or twice a day. If the aqueous solu- 
tion is used it is most effective when given in several 
daily doses. This dosage can be determined only by 
individual titration, that is, sufficient amounts to main- 
tain urine output at a level compatible with comfort. 
The dosage of Pitressin must be determined in each 
patient, but must usually be given in divided doses. 
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Sexual Facts of Life 
Q. Would you please give me the names and publishers 


of some acceptable books on sex hygiene and sex prac- 
tices? I need such material for I am frequently asked 
for these books by young couples—newly married or 
about to be married. 


A. I am listing several “pamphlets” because experi- 
ence has shown me that most couples about to marry 
have so many responsibilities they do not get around to 
reading a “book.” I have used these pamphlets for sev- 
eral years with much satisfaction. When the couple 
comes for their blood test and physical examination, an 
appropriate pamphlet is given to them. I firmly believe 
that the physician should have read any material he 
dispenses. I always suggest that the couple read the 
booklet out loud to each other as this creates a common 

ground and a mutual understanding, both more im- 

portant than any particular knowledge or set of skills. 

“Preparing for Marriage,” Paul Popenoe, American 
Institute of Family Relations, 5287 Sunset Boule- 
vard, Los Angeles 27. Pages 23, price 25c. 

“Marriage and Sexual Harmony,” Oliver M. Butter- 
field, Ph.D., Emerson Books, Inc., 251 West 19th 
Street, New York 11, N.Y. Pages 96, price 50c. 

“Building Your Marriage,”’ Evelyn Millis Duvall, Pub- 
lic Affairs Pamphlet No. 113, Public Affairs Pam- 
phlets, 22 East 38th Street, New York 16, N.Y. 
Pages 28, price 25c. (Numerous other excellent 
pamphlets from this same source.) 

“The Doctor Talks with the Bride and Groom,” Lena 
Levine, M.D. Planned Parenthood Federation of 
America, 510 Madison Avenue, New York 22, N.Y. 
Pages 15, price 10c. 

Books: 

Harmony in Marriage, Wood and Dickenson, Round 
Table Press, N.Y. 

Successful Marriage, Morris Fishbein, M.D. 


Dipyrone 
Q. Of what value is dipyrone (Novaldin) ? 


A. Dipyrone (Novaldin) is an analgesic and anti- 
pyretic manufactured by Winthrop-Stearns. Its chemi- 
cal name is phenyldimethylpyrazolone methylamino- 
methane sodium sulfonate. The substance is used in 
tablet form, 5 grains each, as an analgesic in headache, 
arthritis and myalgias. Its action is like that of amino- 
pyrine and one should be enjoined to use the same 
precautions in watching the white cell count when the 
drug is administered. Agranulocytosis may occur in 
susceptible individuals. 
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1. Tere is good evidence that anticoagulant therapy 
should be employed in patients with myocardial in- 
farction who manifest any of the following but one: 
1. Previous myocardial infarction. 
2. Intractable pain. 
3. Significant cardiac enlargement. 
4. Congestive heart failure. 
5. Premature ventricular contractions. 
2. Tue best treatment for pernicious anemia is: 
. Parenteral vitamin By». 
. Folic acid. 
. Multivitamins which include folic acid. 
. Liver extract and iron. 
. Oral vitamin By plus intrinsic factor. 


3. THE accompanying chest film is indicative of: 
Chronic hypertrophic emphysema. 

Cor pulmonale. 

Periarteritis nodosa. 

. Pigeon breast. 

. Carcinoma of the lung. 
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Semiannually GP publishes a quiz 

covering its scientific articles, 

Here are the multiple choice questions 

compiled from the January through June issues. 
Answers to these questions appear on page 175. 


4. Aut but one of the following are hazards to which 
physicians are particularly susceptible: 
1. Tuberculosis. 
2. Carcinoma of the lung. 
3. Obesity. 
4. Leukemia. 
5. Suicide. 
5. In paTiENTs with mitral stenosis, the diagnosis of 
associated mitral regurgitation is suggested by all but 
one of the following: 
1. Systolic murmur of grade 3 or 4. 
2. Fatigue rather than dyspnea as the dominant early 
symptom. 
. Absence of history of systemic arterial embolization. 
. ECG evidence of left ventricular hypertrophy. 
. Slight enlargement of the left atrium. 


So 


6. Tue diagnosis of brucellosis can be made with 
certainty by: 
1. Agglutination test. 
2. Opsonocytophagic test. 
3. Isolation of the organism. 
4. Brucellin skin test. 
5. Histologic examination of biopsy material from liver, 
spleen or lymph nodes. 
7. THE response to increased destruction of red blood 
cells is reflected in all but one of the following: 
. Hyperplasia of the bone marrow. 
. Increased erythrocytogenesis. 
. Reticulocytosis. 
. Macrocytosis. 
Bilirubinuria. 


8. THE treponema immobilization test is most useful 

in: 

Diagnosis of cardiovascular syphilis. 

. Diagnosis of neurosyphilis. 

. Diagnosis of congenital syphilis. 

. Differentiation of latent syphilis and biologic false positive 
serologic reactions. 


. Determining the indication for the therapy of syphilis. 
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9. Tue patient whose picture is shown in the illustra- 
tion immediately at the right has just been instructed 
to open his eyes wide and to show his teeth. He is 
known to have a tumor of the anterior mediastinum. 
The diagnosis of his disorder probably will be revealed 
most quickly by 

Noting response to nitrogen mustard therapy. 

B.M.R. measurement. 

Measurement of I’?! uptake. 

. Noting response to neostigmine. 

Cerebral arteriography. 


10. Mucovisciposis is characterized by: 
1. Viscid secretions in the nasal mucosa. 
2. Inspissation of vaginal secretions. 
3. Occlusion of Bartholin ducts by viscid secretions. 
4. Pulmonary obstruction due to mucus. 
5. Infection as a result of mucormycosis. 


11. WHEN a patient is seen during an attack of acute 
rheumatic fever, it is best to 

1. Give penicillin in a form that will maintain blood levels 
of the drug active against hemolytic streptococci for at 
least ten days. 

2. Give penicillin only when there are clear signs of strepto- 
coccal pharyngitis. 

3. Obtain a throat culture, and subsequently administer 
penicillin only if the culture is positive for a hemolytic 
streptococcus. 

4. Use a sulfonamide for ten days in doses sufficient to main- 
tain blood levels between 5 and 10 mg. per 100 cc. 

5. Omit chemotherapy because by the time rheumatic fever 


begins, streptococcal infection is over and done with. 


12. In usine the ECG as one means for appraising the 
progress of an acute myocardial infarction, serial 
tracings should be obtained 

1. Immediately after a light meal. 

2. One hour after a light meal. 

3. Immediately after a high carbohydrate feeding. 

4. Without reference to meals. 

5. When the patient is in a fasting state. 


13. As a cause for the “stroke” syndrome, thrombosis 
of the internal carotid artery 

1. Has not been reported. 

2. Occurs mainly in patients under 40. 

3. Occurs mainly in patients over 60. 

4. Is invariably fatal within a few weeks. 

5. Should be thought of in all cases of hemiparesis or hemi- 

paresthesia of “young, middle-aged’’ people. 

14. Wuen physicians were questioned regarding their 
preference for various techniques of postgraduate 
education, they gave first choice to 

I. Medical reading. 

2. Professional contacts. 

3. Postgraduate course attendance. 

4. /lospital meetings. 

5. Medical society meetings. 
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15. Tue chest film above at the right suggests 
1. Fractured ribs. 
2. Cancer. 
3. Sarcoma. 
4. Calcified pleura. 
5. Foreign body. 


16. By appraisinc ECG as well as symptomatic effects 
in patients having angina pectoris, which of the fol- 
lowing groups of drugs are believed to be coronary 
vasodilators ? 

1. Whiskey, papaverine, nitroglycerin. 

2. Papaverine, nitroglycerin, pentaerythritol tetranitrate 

( Peritrate) . 

3. Nitroglycerin, pentaerythritol tetranitrate, khellin. 

4. Pentaerythritol tetranitrate, khellin, heparin. 

5. Khellin, heparin, bishydroxycoumarin. 


17. WHEN sodium is given intravenously to a digital- 
ized patient 
1. The level of serum potassium may be lowered, but this 
has no effect on the state of digitalization. 
2. The level of serum potassium may be lowered, and digi- 
talis intoxication may therefore result. 
3. There is no effect on the level of serum potassium. 
4. The level of serum potassium may be raised, but this has 
no effect on the state of digitalization. 
5. The level of serum potassium may be raised, and digitalis 


intoxication may therefore result. 


18. In THE field of obstetrics, the possibility that a 
mother has diabetes mellitus should be considered with 
all but one of the following: 

1. History of previous deliveries of large infants. 

2. Family history of diabetes. 

3. Blood sugar of 110 mg. two hours after a meal contain- 

ing 100 Gm. of carbohydrate. 
4. Hydramnios. 
5. Positive Benedict’s test on urine. 
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19, A younG woman develops painful, firm subcutane- 
ous erythematous nodules on the shins and extensor 
surfaces of the forearms. There is mild arthralgia and 
fever. The chest film is shown in the illustration above. 
The diagnosis is 

1. Sarcoidosis. 

2. Erythema nodosum. 

3. Erythema induratum. 

4. Rheumatic fever. 

5. Schoenlein’s purpura. 
20. Sick. cell trait, sickle cell anemia, thalassemia, 
hemoglobin C disease, congenital hemolytic anemia 
have one constant feature in common. 


1. Anemia. 

2. Splenomegaly. 

3. Hypersplenism. 

4. Abnormal hemoglobin. 
5. Heredity. 


- CiussinG of the fingers is associated with: 
1. Aplastic anemia. 

2. Raynaud’s disease. 

3. Cirrhosis of the liver. 

4. Bronchitis. 

5. Subacute glomerulonephritis. 

22. P.euRAL biopsy is most useful in the diagnosis of: 
1. Histoplasmosis. 

2. Pleural effusion of undetermined etiology. 

3. Ovarian fibroma. 

4. Pleurodynia. 

5. Tietze’s syndrome. 


23. In a patient who has had inactive tuberculosis for 
a number of years, the final explanation for an episode 
of hemoptysis is most likely to be: 

. No cause found. 


1 
2. Relapse of tuberculosis. 

3. Nontuberculous pneumonia. 
4 

5 


. Acute bronchitis. 
. Bronchogenic carcinoma. 


24. Wirt a large amebic abscess of the liver, the tests 


most likely to be abnormal are: 
. Cephalin flocculation, alkaline phosphatase. 
. Thymol turbidity, alkaline phosphatase. 
. Cephalin flocculation, thymol turbidity. 
. Alkaline phosphatase, BSP. 
. Cephalin flocculation, BSP. 
25. Tue influence of antibiotics on the therapy of tu- 
berculosis is reflected by: 
1. Increase in the use of pneumothorax. 
2. Increase in the use of pneumoperitoneum. 
3. Increase in the use of thoracoplasty. 
4. Increase in the use of pulmonary resection. 
5. Decline in the use of surgical procedures. 


26. Tuyror deficiency in infancy is associated with 
all but one of the following: 

1. Respiratory distress. 

2. Hypothermia. 

3. Persisting open fontanelles. 

4. Macroglossia. 

5. Premature dental development. 


27. HypoTHERMIA in cardiac surgery is useful in the 
correction of: 

1. Patent ductus arteriosus. 

2. Interauricular septal defect. 

3. Vascular rings. 

4. Mitral commissurotomy. 

5. Coarctation of the aorta. 


28. IN THE great majority of cases of bacterial endo- 
carditis, a delay of several days or even a couple of 
weeks will make no difference in the prognosis. Excep- 
tions to this statement are found most often in one of 
the following groups of factors. 

1. Leukopenia, youth, heart failure. 

2. Youth, heart failure, renal damage. 

3. Heart failure, renal damage, aortic valve involvement. 

4. Renal damage, aortic valve involvement, leukopenia. 

5. Aortic valve involvement, leukopenia, youth. 


29. THE commonest cause of hypocalcemic tetany in 
the United States has been 

1. Inadvertent removal of parathyroids at time of subtotal 

thyroidectomy. 

2. Inadequate dietary intake of calcium. 

3. Inadequate dietary intake of phosphorus. 

4. Vitamin D deficiency. 

5. Pregnancy. 


30. Or THE following causes for jaundice, which one 
is most likely to be associated with signs of meningo- 
encephalitis ? 

1. Infectious hepatitis (virus A disease). 

2. Homologous serum hepatitis (virus B disease). 

3. Infectious mononucleosis. 

4. Leptospirosis. 

5. Portal cirrhosis. 
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Basic Medical Physiology. By W. B. Youmans, M.D. Pp. 436. 
Price, $7.50. The Year Book Publishers, Inc., 1952. 


No MATTER where you sit when you read it, this is a good 
book. The object is to present useful physiologic data to 
readers whose interest is either clinical or preclinical appli- 
cation. It is a tenet that a malfunctioning part is best 
understood and best treated when its mechanism of normal 
function is well understood. This is another way of saying 
that one’s appreciation and management of sickness is pro- 
portionate to his knowledge of health. 

Dr. Youmans’ text supplies this basic material in ad- 
mirable fashion. Stripped of historical and controversial 
consideration, his points are cleanly made. The method of 
presentation is clear and wonderfully enhanced by illustra- 
tions. Even the muscle-tension graphs with which we have 
all had much trouble are given a refreshing simplicity. 

Subjects are presented as entities, and can stand com- 
fortably by themselves. This makes for easy, casual or occa- 
sional reading—perhaps somewhat at the expense of con- 
tinuity. —Robert J. Gitston, M.D. 


The Kidney. Edited by A. A. G. Lewis, M.D. and G. E. W. Wolsten- 
holme, M.D. Pp. 333. Price, $6.75. Little, Brown and Co., 
Boston, 1954. 


Tuis Book is a Ciba Foundation Symposium, arranged 
jointly with the British Renal Association, and presents the 
type of information needed by those whose particular inter- 
est is the kidney and those concerned with acid-base and 
electrolyte balance. It is a most interesting and instructive 
symposium, presented by authorities in their fields. The 
ground covered includes structural and functional relation- 
ships in the kidney, the regulation of acid-base balance, 
tubular functions other than the regulation of acid-base 
balance, the general problems of electrolyte excretion, and 
renal share in the volume control of body fluid. 

It would not be of particular interest to the busy general 
practitioner, unless he is particularly interested in the 
research and the great amount of work that is being done 
in this very important phase of medicine. It should be 
availible in the county medical library for reference 
material, —T. E. McMItan, M.D. 
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Medical Uses of Cortisone. By Francis D. W. Lukens, M.D. Pp. 
534. Price $7.50. Blakiston Company, Inc., New York 1954. 


ASSEMBLED HERE in one compact, handy volume is the es- 
sence of the experience of the country’s leading researchers 
and clinicians in adrenocortical therapy. After a thorough 
exposition of the physiology of the adrenal cortex and the 
pharmacology of the adrenocortical hormones, the diseases 
and systems affected by these compounds are discussed in 
the order -of importance, beginning with rheumatoid 
arthritis and ending with neuropsychiatric disorders. 

As each chapter is written by different authors the liter- 
ary style and, to some extent, the composition varies from 
one to the next. Wherever charts and tables would clarify 
the text they have been freely employed. A number of chap- 
ters are expansions of articles previously published in cur- 
rent journals; as with most journal articles, they close with 
a summary which focuses the reader’s attention on the 
salient points of the chapter. Comprehension and read- 
ability are further enhanced by topical sectional headings 
and free use of boldface paragraph titles for subordinate 
divisions. 

Although new corticoids such as fluorohydrocortisone 
and metacortandracin have come into use since this book 
was published, the facts presented herein are so basic and 
the principles of application so well delineated that many 
years from now it will still be an excellent reference for the 
use of all the adrenocortical drugs. 

Inasmuch as each chapter was written separately, there 
is perforce some overlapping and repetition ; however, it is 
not tedious but adds to the usefulness of the volume, for 
each chapter is thereby more of an entity. Hench and Ward, 
for example, in describing the use of these compounds for 
rheumatoid arthritis, their indications, contraindications 
and side effects, cover as a part of their topic the influence 
of corticosteroids on infections, allergic reactions and ul- 
cerative colitis although these subjects receive more ex- 
haustive treatment in other chapters. 

The scope of the book is as broad as general practice; it 
is authoritative; the material is readily accessible. With 
this guide in hand, the general physician can confidently 
and intelligently employ the adrenocortical hormones. 

—Daniet M. Rocers, M.D. 
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Nervousness, Indigestion and Pain. Popular Edition. By Walter “. 
Alvarez, M.D. Pp. 235. Price, $3.50. Harper & Bros., Nev 
York, 1954. 


FOR THE PAST SEVERAL YEARS, when at a loss to convince 
patients that their symptoms were functional, not organic, 
I have turned to the original edition of this splendid work. 
If our old friend, Walter Alvarez, could but know how 
greatly he has eased my task in treating neurotics! When 
patients have viewed my reassurances skeptically as I en- 
deavored to talk them out of surgery-philia, Alvarez has 
come to my rescue via the pages of this truly great medical 
text. Book, chapter and verse I have quoted for them, and 
often I have insisted that they take home this gospel that 
they might find new and significant meanings in the rising 
inflection of their burps. Many are the happy persons 
whose midnight cardiac gymnastics have been calmed by 
Alvarez’ soporific words of encouragement. And many are 
the patients who now understand their doctor’s efforts, 
thanks to him. 

And now Alvarez’ flowing prose is available to the layman 
in a popular edition of this same work. Through his gift of 
clarity of explanation, thousands more may learn to under- 
stand themselves and their symptoms. A few, the same 
neurotics and constitutional inadequates he knows so 
well, may find here the new signs and symptoms that their 
neuroses and inadequacies must feed upon in order to find 
expression. 

A mighty fascinating book. Get it and read it yourself. 
You’ll be a more human, more capable doctor! 

—Francis T. Honces, 


Clinical Diagnosis. By Elmer Wakefield, M.D. Pp. 1,611. Price, 
$22.50. Appleton-Century-Crofts, Inc., New York, 1955. 


Tuis is A BOOK of diagnostic criteria. It is in three parts: 
Part one consists of regional diagnosis, organized as we 
usually do the routine history and physical examination— 
the head, the eyes, the ears, the nose, and right down the 
line to the anal rectal region and genitalia. Part two deals 
with the diseases arranged by organ systems and takes 
about half the book. The third part is called “The Body as 
a Whole,” and deals with the constitution, communicable 
and infectious diseases, allergies, trauma, poisons, etc. 
The stated purpose of the book is to be “‘a reference for 
diagnostic criteria for the common as well as the uncommon 
diseases.” | took the list of patients seen in one afternoon 
in the office and used it to test the thoroughness of the 
coverage. I found the following omissions and defects: 
(a) Infectious mononucleosis was not indexed as such nor 
as glandular fever but was found in the text under “mono- 
nucleosis, infectious.” (b) Cataplexy was not indexed nor 
defined although the word was used in the text (under 
narcolepsy). (c) Mumps meningitis or encephalitis was not 
indexed but was found in the text under “encephalomyeli- 
tis following certain viral infections.” (d) Trichomonas 
vaginitis was mentioned in the text under “vagina, leukor- 
rhea of” but was not otherwise indexed, and diagnosis by 
finding the organism was not mentioned. (e) Protruded 
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intervertebral disk was indexed under “disk” ; there was no 
cross reference such as herniated intervertebral disk or 
intervertebral disk, protruded or intervertebral disk syn- 
drome. In checking a popular text book of medicine all of 
these were indexed, cross-indexed, defined and discussed 
in the text. 

Although 135 illustrations are listed, the book is essen- 
tially not illustrated. Treatment has been omitted except 
in the case of poisonings where emergency therapy is given. 
This seems desirable except that the only really valuable 
place to have emergency treatment of poisoning is in a 
handbook in the doctor’s bag. In the discussion of drown- 
ing, several pages are devoted to artificial respiration 
and eight different methods are discussed. Since the most 
effective methods have been made “official,” and since it 
would be impossible to read a book and then give artificial 
respiration, this discussion seems out of place. In discuss- 
ing allergies the only mention made of elimination diets is 
“the elimination diet consists of lamb chops and rice.” 
This discussion could be expanded. 

In general, the book seems to be free of unnecessary 
wordiness and comes to the point without loss of significant 
detail. I cannot recall another volume of ready reference 
for diagnostic criteria and this text may fill quite a need for 
such immediately available information. However, a book 
of this type is of value in direct proportion to the thorough- 
ness of the indexing. This volume could be improved by 


more complete indexing and cross reference. I believe ju :- 
ment on this book would be a highly individual matter aid 
would depend largely on the amount of time the owner took 
to become familiar with its form and structure. 

—STAntey R. TRUMAN, M.D. 


Color Atlas of Pathology. Prepared under the auspices of the U.S. 
Naval Medical School of the National Naval Medical Center, 
Bethesda, Md. Pp. 450. Price, $20.00. J. B. Lippincott Co., 
Philadelphia, 1954. 

THE PRESENT edition. is the second of a proposed three- 
volume series. Volume One included the hematopoietic 
system, reticuloendothelial system, respiratory tract, car- 
diovascular system, liver, alimentary tract, urinary tract 
and musculoskeletal system. Volume Two covers the 
endocrine system, gynecology and obstetrics, genitouri- 
nary tract, breast and skin. There are just over 1,000 fig- 
ures in color. 

Purpose of these volumes is to provide for student, prac- 
titioner, and laboratory physician, a reference work of color 
representations which are acceptably realistic, and which 
will help to bridge the gap between the laboratory and the 
bedside. 

The over-all plan is to present a brief anatomic, physio- 
logic and clinical background of a disease entity, organ or 
system; and to illustrate this with case histories and color 
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photographs of the patient, x-rays, gross pathology and 
microscopic sections. Occasionally helpful drawings are 
included. This illustrative material is outstanding. It is 
doubtful that such a compilation could be accomplished 
without access to many sources of material and technical 
services. 

The section on diseases of the breast is particularly good, 
although given over to statistics somewhat more than other 
sections. 

Although good, the section on the skin is perhaps spotty 
in the way of selection. This is a criticism that would be 
difficult to circumvent when so extensive a subject is tele- 
scoped into 95 pages. 

There are none of the long, burdensome classifications 
and listings that one might anticipate in such a book. 

These volumes should have their greatest usefulness in 
the hands of students, house staff and laboratory physi- 
cians. —Robsert ]. GitsTon, M.D. 


Vaginal Hysterectomy. By Laman A. Gray, M.D. Pp. 137. Price, 
$4.75. Charles C Thomas, Spring field, Ill., 1955. 

Tuis BOOK is written for the general surgeon who does 

pelvic surgery, but who does not perform many vaginal 

hysterectomies. The author lists and discusses indications 

for this procedure. Contraindications are presented simi- 

larly. The technique of vaginal hysterectomy by angle su- 


ture of ligaments and extraperitoneal drainage, followed by 
cystocele and rectocele repair is presented as the method 
of choice. The text of the book carefully describes the 
operation step by step. Excellent illustrations portray the 
various stages of the procedure. Postoperative care and the 
prevention or correction of complications are defined. 

One unfortunate error was made in using a 34-page his- 
torical review of vaginal hysterectomies as the introductory 
chapter. This could discourage a prospective purchaser. 
Excellent as it is, from an historical sense, it should have 
been placed in an appendix for leisure reading. 

The busy surgeon is advised to start on page 35 and he 
will find this book well worth his time. 

—aAustTIN B. KRAABEL, M.D. 


Liver, Pancreas and Biliary Tract. By John Russell Twiss, M.D. and 
Elliott Oppenheim, M.D. Pp. 653. Price, $15.00. Lea & Fe- 
biger, Philadelphia, 1955. 

Tue sussect here is thoroughly and clearly covered. One 

might judge from reading this book that diseases of the 

liver, pancreas and biliary tract could well be a specialty in 
itself. However, the manner in which these conditions are 
handled in this book makes the reading most interesting, 
very thorough but not boring or tiresome. 

From the standpoint of a general practitioner I was 
greatly impressed with the index which covers 30 pages 
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and makes the book of exceptional value from a reference 
standpoint. 

The color plates, photographic reproductions in black 
and white, as well as the diagrams, adequately cover the 
subjects discussed. 

Section V, the Appendix, is most informative and con- 
cise, dealing with techniques of examination, diagnostic 
drainage, tests of external pancreatic secretion, serum 
enzyme tests, as well as a comprehensive coverage of the 
various diets useful in the management of these conditions. 

—Joun Wyatt Davis, JR., M.D. 


Advances in Pediatrics. Vol. Vil. By S. Z. Levine, M.D. Pp. 351. 
Price, $8.00. The Year Book Publishers, Inc., Chicago, 1955. 


I wave had the pleasure of reviewing volumes V and VI of 
Advances in Pediatrics, and eagerly looked forward to read- 
ing volume VII. 

This book comprises seven monographs that are annual 
reviews presented in excellent manner. Each author is a 
recognized authority in his particular field. I believe it will 
be more appropriate to outline each monograph separately 
so that the total contents of this volume may be better ap- 
preciated. 

I. Fibrous Defects in Cortical Walls of Growing Tubular Bones, 
by Dr. John Caffey, discusses the radiologic appearance, 


structure, prevalence, natural course and diagnostic sig- 


nificance of tubular bone defects in children. It is a very 
interesting monograph, helpful to all physicians, especially 
radiologists. The plate reproductions are excellent. 

II. The Urinary Tract in Childhood, by Dr. Meredith F. Camp- 
bell, discusses the embryology of the urinary and gen- 
ital tracts, urinary obstruction, urinary tract anomalies, 
urinary infections, tract injuries and neuromuscular 
uropathy. 

III. Malnutrition in Infancy and Childhood, with Special Reference 
to Kwashiorkor, by Drs. Gomes, Galvan, Cravioto and Frenk 
of the Children’s Hospital of Mexico. This monograph 
should be read by all physicians and nutritionists to refresh 
or enhance their knowledge about malnutrition. 

IV. In this section, Dr. Edgar Mannheimer of Children’s 
Clinic, Stockholm, discusses Ph diography in Children. 
This is the technique of recording the vibrations of the 
thoracic wall caused by the sound phenomena of the heart. 
This procedure is not new but, due to technical difficulties, 
has not been too widely used in the past 20 years. The use 
of this method in congenital heart disease, rheumatic fever 
and carditis is explained. 

V. infantile Cerebral Palsy, by Dr. Meyer A. Perlstein, is 
discussed step by step beginning with incidence, etiology 
and pathogenesis, precipitating factors, pathology, clinical 
types, associated defects, prognosis and treatment. Ex- 
cellent. 

VI. The chapter on Mucoviscidosis, or Pancreatic Fibrosis, or 
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Congenital Steatorrhea, by Drs. Shwachman, Leubner and 
Catzel, of the Department of Pediatrics of Harvard Medical 
School, impresses upon the reader the importance of con- 
sidering that mucoviscidosis is a specific entity of interest to 
both the clinician and the pediatric pathologist. This is an 
excellent monograph and should be read by all physicians 
treating children. 

VII. Congenital Megacolon, by Dr. Orvar Swenson, is a 
short monograph in which the author states that “the re- 
sults of surgery are so favorable that resection should be 
considered for all patients in whom the diagnosis of Hirsch- 
sprung’s disease has been confirmed.” 

This entire volume is well written, easy to read, with 
excellent plates. It certainly is an excellent book for those 
physicians treating children. 

—lI. Puiturs FROHMAN, M.D. 


Disorders of Character. By Joseph J. Michaels, M.D. Pp. 148. Price, 
$4.75. Charles C Thomas, Springfield, Ill., 1955. 


Score oF this book encompasses persistent enuresis, ju- 
venile delinquency, psychosomatic personality. These three 
subjects form the basis of the material covered in the au- 
thor’s attempt to correlate his own research over a period 
of 20 years, and a number of individual papers on various 
phases of these subjects. There is considerable minute detail 
throughout, which this reviewer found difficult to read. 


The book might appeal more to psychologists or to those 
engaged in psychiatric research than to general practi- 
tioners, to whom it would be of only limited interest. 
Many details of basic understanding of human behavior 
can be found by those with time to delve deeply into this 
book. Persistent enuresis, as well as some other persistent 
traits, are shown to be more prevalent in psychopathic 
personalities than in others. —C. G. REZNICHEK, M.D. 


Viral and Rickettsial Diseases of the Skin, Eye and Mucous Membranes 
of Man. By Harvey Blank, M.D. and Geoffrey Rake. Pp. 285. 
Price, $8.50. Little, Brown and Co., Boston, 1955. 


CurrENT ADVANCES in the field of infectious diseases are 
adding more to our understanding of virus and rickettsial 
diseases than to any other group of infections. This book 
not only outlines the diagnosis and treatment of those virus 
and rickettsial diseases that have skin, eye and mucous 
membrane manifestations but also defines, classifies and out- 
lines laboratory procedures pertinent to the identification 
of these agents. 

The illustrations, especially the color plates, are excellent 
and in themselves make this a valuable book. The ease of 
reading this book is made possible by the fine printing and 
concise and clear style of the authors. One defect, which 
the authors point out in their preface, lies in the fact that 
new developments, especially in virology, tend to outdate 
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the book soon after it is published. For example, the so- 
called large viruses that the authors classify as Chlamydo- 
zoaceae are more recently included under the Rickettsiae, 
and Huebner’s reports on the “APC viruses” are not men- 
tioned. 

The chapter on rickettsial diseases is routine and adds 
little to other text book discussions. However, the chapters 
on herpes simplex; chickenpox and zoster; smallpox, cow- 
pox and vaccinia; and on warts are superb. The references 
following each chapter provide good sources for additional 
information. 

For the practitioner this book offers basic information 
and suggests approaches to substantiate clinical diagnoses of 
viral and rickettsial diseases. Just listing the laboratories 
that will do special studies is worthwhile. One of these days 
doctors will have to be more specific when they diagnose a 
“virus disease.” To hasten this process Drs. Blank and 
Rake have summarized clinical and laboratory methods for 
a better understanding and a more accurate diagnosis in 
two fields where accuracy is much needed, i.e., virus infec- 
tions and dermatology. —Tuomas M. Gockg, M.D. 


Normal Labor. By Leroy A. Calkins, M.D., Pp. 128. Price, $4.00. 
Charles C Thomas, Spring field, Ill., 1955. 


THIs LITTLE volume of 128 pages differs from usual discussions 
in that its subject matter points to clear-cut definition of 


normal labor and thereby intensifies the acumen of tiie 
reader in anticipation and interpretation of the abnorm.|, 

The author has analyzed some 16,000 deliveries over a 
period of 25 years on a teaching service at the University 
of Kansas. With fine resident help, meticulous observations 
have been made of each stage of labor and records of tine 
accurately kept, with the result that the time necessary for 
completion of each stage can be predicted with an amazing 
degree of accuracy. The formulas derived enable one to be 
rather sure of the time of delivery of a patient once labor 
has begun. 

The facts are presented readably and in such a way that 
they become promptly useful. Using the formula based upon 
two factors, i.e., quality of pains and character of cervix, 
both clearly detined and graded, one has to work with only a 
few other considerations to derive the answer for a given case. 

The volume is made up of a number of monographs read 
before various obstetric and gynecologic societies and con- 
siders each stage and phase separately. Attention is drawn 
particularly to the discussions on management of the third 
stage of labor and considerations of normal limits of blood 
loss with the various factors governing these. 

Dr. Calkins accomplishes what he sets out to do with this 
book, and I was interested in its content. It offers good 
material for the man in general practice. To be able to plan 
one’s day, including obstetrics, is a novel and attractive 
idea to most of us. —DELEvAN CALKINS, M.D. 
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The Spino-Cerebellar Degenerations. By J. G. Greenfield, M.D. Pp. 
112. Price, $4.00. Charles C Thomas, Spring field, Ill., 1954. 


THIS SMALL monograph deals with the historic and patho- 
logic aspects of the hereditary and idiopathic ataxic syn- 
dromes. The author presents a recent review of the subject, 
incorporating many new observations not previously in- 
cluded in texts. It is his “hope that it might be possible to 
clear up some of the confusion which has always been as- 
sociated with the purely clinical term, ‘Marie’s hereditary 
ataxia.”” 

Of historic and technical nature, this monograph is of 
interest primarily to the neurologist. It is recommended for 
the general practitioner only as his individual interest might 
carry him into this field. —Eart C. Van Horn, 


Practical Obstetric Problems. By Jan Donald, M.D. Pp. 578. Price, 
$9.50. Year Book Publishers, Inc., Chicago, 1955. 


Tuis 1s a new volume comprised of 29 chapters including 
101 figures—drawings, photographs and x-ray reproduc- 
tions. 

Beginning with antenatal care, and ending with prema- 
turity and the Rh factor, the author takes the reader 
through the gamut of obstetric care, in his own wholesale 
fashion. On page 13, Dr. Donald names various booklets 
which are available in England for maternity patients, and 


likewise, in one paragraph on the same page, outlines ‘Mo- 
netary Benefits Available” to all pregnant women in the 
United Kingdom. 

In reviewing this text, one must constantly keep in mind 
that the author is writing for English-speaking British folk, 
and not English-speaking American persons. There is a dif- 
ference in expression and phraseology. 

The x-ray reproductions are excellent. The type used is 
inadequate for the off-white paper of this volume. The ten- 
dency when reading this text in artificial light is a “running 
together” of the fine print which is caused in part by the 
type of paper used. 

I recommend this book for those physicians practicing 
obstetrics, although in a few instances one might find certain 
portions lacking in detail and thoroughness. 

—I. Puiturs FROHMAN, M.D. 


An Outline of the Treatment of Fractures. 5th ed. By Committee on 

Trauma. Pp. 93. American College of Surgeons, Chicago, 1954. 
THIS PRIMER is a clear, concise outline of the treatment of 
fractures. It gives a comprehensive, although brief, review 
of commonly encountered fractures. The fundamental 
principles of all fracture treatment are clearly outlined. 
The drawings and diagrams are very informative. 

The use of this outline as a refresher will prevent many 
errors in the treatment of the fracture patient. The section 
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on rehabilitation is more idealistic than practical, althouh 


the fundamentals are sound. The aphorisms are fundda- 
mental. 

It is my opinion that a copy of this outline of fracture 
treatment should be studiously read and referred to by all 
physicians who are called upon to treat fractures. It should 
be standard equipment in every emergency room. 

—Matcom PHELPs, M.D. 


Stone in the Urinary Tract. 2nd ed. Edited by H. P. Winsbury-White, 
M.D. Pp. 328. Price, $16.00. C. V. Mosby Co., St. Louis, 1954. 


THE QUESTION of urinary calculae has been well systematized 
here and each chapter is an entity in itself. 

A diligent student, with ample time for study, could 
elicit valuable information from any of the many phases of 
calculus formation discussed. Diagnostic and surgical pro- 
cedures, as well as postoperative findings which would 
identify cause of such formations, are taken up. 

I consider this a better reference book for the urologist 
than a handy textbook for the general practitioner. 

Composition, printing and illustrations are excellent in 
quality. 

It is doubtful that the man in general practice would find 
this book useful. It may have some reference value. 

—R. Lee HorrMan, M.D. 


Standard Values in Nutrition and Metabolism. Edited by Errett C. 
Albritton, M.D. Pp. 380. W. B. Saunders Co., Philadelphia, 
1954. 


THIS BOOK is a compilation of tables of data on everything 
from the nutritional requirements of man to the carbohy- 
drate needs of the nymph of the German cockroach, with 
emphasis on facts in the latter category. It is intended for 
the use of research workers in the biologic sciences, and 
presumably there is use for it in medical research. It is 
definitely not intended for the general practitioner, and if 
this general practitioner is typical, has nothing that would 
even fleetingly hold his interest. 
—Joseru S. Devitt, M.D. 


Also Received 


Although GP endeavors to publish as many reviews of 
books as possible, space will not permit the review of all 
books received from publishers. 


An Historical Chronology of Tuberculosis. 2nd ed. By Richard M. 
Burke, M.D. Pp. 125. Price, $3.75. Charles C Thomas, Spring- 
field, Ill., 1955. 


Regional Enteritis. By Frederick F. Boyce, M.D. Pp. 84. J. B. Lippin- 
cott Co., Philadelphia, 1955. 


The Medical Clinics of North America. Chicago Number. Clinical 
Advances in Medicine. Pp. 322. W. B. Saunders Co., Phila- 
delphia, 1955. 


Surgical Nursing. 10th ed. By Eldridge L. Eliason, M.D., L. Kraaer 
Ferguson, M.D., and Lillian A. Sholtis. Pp. 754. J. B. Lipjrn- 
cott Co., Philadelphia, 1955. 
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In nts BOOK War As I Knew It, the late General George 
Patton wrote that when an army brigade is under fire, 
it has but one choice—to advance. It obviously can’t 
remain stationary. If it retreats, it merely exposes itself 
to continued bombardment and heavier casualties, for 
it is the invariable practice of the enemy to increase, 
rather than decrease his range. So, the only way to 
evade the barrage is to go forward. 

A year ago, when the Congress of Delegates met, the 
American Academy of General Practice, and indeed all 
general practitioners, were under fire. As a result of the 
public utterances of certain spokesmen for the Amer- 
ican College of Surgeons, inflammatory articles in 
some of the nation’s leading popular magazines had 
tended to bring all doctors, and particularly general 
practitioners, into disrepute. The loss of confidence in 
the profession resulting from these slanderous articles 
was incalculably harmful. 

Paradoxically, in objecting to the tactics of the 
American College of Surgeons in this campaign, the 
Academy had come perilously close to the trap of guilt 
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by association. The situation was tense and unpleasant. 

In my annual report last year I referred to the un- 
happy state of affairs created by the deplorable pub- 
licity that had ensued. I reminded the members that, 
as with individual organisms, social organizations such 
as the Academy go through periods of unusual stress. 
At that moment the Academy was confronted by a 
critical issue which had created sharp differences of 
opinion within its own ranks. The entire program of 
this comparatively young organization was threatened. 

How did the Academy react? 

It went forward! Under bitter attack, it advanced! 

Forces of bitter strife were loosed within the ranks 
of organized medicine by the public campaign of the 
American College of Surgeons. Unwise recriminations 
were indulged in on both sides. For anger and indigna- 
tion are not the handmaidens of objective observation 
and sound conclusion. 

I exhume this still slightly radioactive corpse with 
considerable apprehension and reluctance. No good 
purpose would be served by reopening a controversy 
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now fortunately stilled. Permit me to point out, how- 
ever, that to its everlasting credit, the American Acad- 
emy of General Practice responded to this calumnious 
attack with a progressive program of positive action. 

Today the American Academy of General Practice 
stands in a strong, confident and secure position, with 
a future of opportunity perhaps unmatched in the his- 
tory of medicine. In almost every phase of its activity 
it has achieved marked progress. 

The reports of the officers and 17 standing commis- 
sions and committees you will receive present a record 
of accomplishment of which every member of the Acad- 
emy can be proud. I am constrained to remark, that 
members should also be grateful, grateful to the officers 
who have guided the affairs of this organization during 
the critical year just passed. They have contributed 
generously of their time and effort in the advancement 
of a cause for which they have a dedicated devotion. 
To them belongs the credit for a sustained program of 
affirmative action that has been marked not only by 
unwavering determination, but by wisdom, tolerance 
and restraint. 

Perhaps the publication of the article about the 
Academy in a recent issue of Reader’s Digest, where it 
was read by upwards of 17 million persons, depicts 
better than I can, the great strides toward our goals 
that have been made since this meeting a year ago. 
Also, it lucidly illustrates the vast change in public 
attitudes that has occurred in this year. 

You will understand, I trust, that this highly laud- 
atory article, by the world’s best known writer on med- 
ical affairs, was not an isolated event of pure coinci- 
dence. It was the culmination of a sustained and 
positive program of magnanimous purpose. 

The principles and the deeds of this audaciously 
bold new enterprise have begun to attract attention— 
and enthusiastic public endorsement. 

Paul de Kruif is a master literary craftsman. In his 
report of the Academy’s challenge and achievements 
no better exponent could be wished for. For the better 
part of a year it was my privilege to work closely with 
him in the preparation of this article. I think most will 
agree that the rewards to the Academy membership 
were immense. Not only has the publication of this 
article in GP and its condensation in Reader’s Digest 
produced valuable results in improved public relations, 
in prestige for Academy members, and in stature of 
their organization; it has brought about a better under- 
standing of the underlying aims of the Academy both 
within the medical world and in the public mind. 
Thus it has smoothed the way ahead for easier access 
to both immediate and long-time goals. 

But, here again, the Reader’s Digest article itself is 
only a convenient device for illustrating and measuring 
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progress. It is a manifestation of something intangibl: . 
yet profoundly meaningful. 

It was just a month ago that the article ‘Famil, 
Doctor: Model 1955” appeared in Reader’s Diges’. 
When I left Kansas City this week over 70,000 letters 
had been received from people asking for a list of Acac- 
emy members in their community. The avalanche of 
inquiries began to subside last week. Then a new de!- 
uge hit headquarters. At first we were mystified, and 
then we discovered that the Academy’s old and good 
friend Walter Alvarez had commented on the de Kruif 
article in his widely syndicated newspaper column. He 
repeated the suggestion for people to write to Acad- 
emy headquarters to find a conscientious up-to-date 
family doctor. Fortunately, we had already leased addi- 
tional office space, ordered special printing, and put on 
extra help to cope with the flood of correspondence 
inspired by the Reader’s Digest article. Dr. Alvarez’ 
article may double the anticipated volume of mail. We 
have received every conceivable kind of letter from 
many thousands of eager persons, from as far away as 
Pakistan! 

But, don’t let this exultation over mere figures cause 
us to overlook the true significance of this phenom- 
enon. The significance is in the fact that here we have 
statistical proof of a postulate brought out in an article 
published two years ago in GP. You will remember a 
report on C. E. Dichter’s psychologic studies regard- 
ing the basic motivations which underlie the public’s 
attitude toward doctors. An analysis of the vast quan- 
tity of earnest and intelligent letters we have opened 
at headquarters in the past month reveals, as did the 
Dichter report, that there is a deep and instinctive de- 
sire in the hearts of the people for a single trusted 
physician who will supervise over-all medical care for 
the entire family unit. This is a revelation in our time 
more profound than all the startling vistas opened up 
in the world’s scientific laboratories. It is a sobering 
reflection. 

The realization of this important fact places the gen- 
eral practitioner where he belongs, in the key position 
of general manager of the medical team, correlating 
and interpreting the findings of his specialist friends. 
This is not only an important role, it is a rewarding 
one. The improvement in the status of the general 
practitioner and the increasing appreciation of his es- 
sential function is demonstrated, for instance, in dol- 
lars and cents. 

As is pointed out in a recent issue of the magazine 
Medical Economics, the income of the average general 
practitioner back in 1943 was only half that of the 
average specialist. In 1947, the year this Academy was 
formed, he netted two-thirds as much. Four years 
later his income had risen to four-fifths of that of the 
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average specialist. The latest income studies reveal 
that the average income of general practitioners is 
today appreciably higher than that in some specialties. 
He earns more, for instance, than the typical internist, 
and about the same amount as the pediatrician and the 
dermatologist. 

As you know, the de Kruif article is only one of a 
dozen which have appeared in the popular literature 
during the past year. They resulted from an inspiring 
principle that has been given articulation through a 
carefully planned and aggressively directed program. 
Resolute advancement has brought us through a period 
of adversity to new levels of achievement. 

Today our Academy stands as second only to the 
American Medical Association in number of active 
members. The impact of the laudatory magazine arti- 
cles resulting from our stepped-up public relations 
activities is just now beginning to be felt in the enroll- 
ment department. Our total membership is certain to 
go over 20,000 in the next few months. 

Still, this is only one-fifth of the total number of 
general practitioners in the United States. 

Here are the latest figures on the number of physi- 
cians in the U.S. Out of 221,779 as of January 1, 1955, 
64,098 were retired, in administrative positions, in full 
time hospital service as interns, residents or managers, 
or in government service. Of the 157,681 remaining in 
private practice, 54,891 were (according to the 1950 
directory) limited specialists. The remaining 102,790 
were general practitioners. 

These figures are quoted with the permission of the 
AMA Directory Department. Note, incidentally, that 
the AMA has finally abandoned the rather ridiculous 
practice of separating the nation’s physicians into 
three categories—general practitioners, specialists 
and “partial specialists.” As I pointed out in my an- 
nual report two years ago, the 24,000 practitioners 
then listed as “‘partial specialists” were either general 
practitioners or specialists—they couldn’t be both. I 
contended that they should be added to the list of gen- 
eral practitioners. And, I am happy to report that the 
AMA has finally agreed and has sensibly adopted the 
policy of having only two classifications in its current 
figures. 

The AMA has not published a directory since 1950. 
In my annual report at our 1951 meeting, I reported 
that our Board of Directors had requested that mem- 
bership in the Academy be indicated in the same man- 
ner as membership in any other specialty society when 
the next directory was printed. This proposal was offi- 
cially endorsed by the Board of Trustees of the AMA 
and when the new directory is issued this year, some 
20,000 names therein will be keyed to show member- 
ship in the American Academy of General Practice. 
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Figure 3. 


What is this distinction to mean? Under critical 
eyes, the founders of the Academy brought forth a 
well constructed and high principled organization 
with a goal so praiseworthy as to have received near 
universal applause. As the Commission on Credentials 
points out in its annual report, and as Dr. Hildebrand 
has urged so eloquently in his distinguished and pro- 
vocative address, we must assure that the Academy is 
looked upon as a select society, to which only men of 
proven worth may gain admittance and in which they 
may retain membership only by demonstrating a desire 
and willingness to constantly continue their medical 
study. 

With this concept of the Academy’s purpose, the 
Board of Directors has differed with those who would 
make numbers alone a primary goal of the organiza- 
tion. Our aim is to make membership in the American 
Academy of General Practice an indication of superior 
quality. That is precisely what we represent to the 
many thousands of people who have written, wired and 
telephoned headquarters for a list of members in their 
community or, as a surprising number have, to inquire 
if their family doctor is a member of this admirable and 
pre-eminent society. With constancy to this concept 
we shall see men of superior attainments striving to 
meet the qualifications for membership in the Acad- 
emy. Without it we should become, it seems to me, just 
another medical society. 

A rather extensive experience as a legal and adminis- 
trative officer for county, state and national medical 
associations has convinced me that the best way to 
make physicians want to join an organization is to 
make it hard to get into. You will be asked to consider 
several proposals at this meeting which would tighten 
the requirements for admission to the Academy. I urge 
you te give them your earnest consideration. 

If the American Academy of General Practice is to 
fulfill its manifest destiny, we must lift our eyes toward 
the horizon. We must concentrate on distant goals and 
we must ever keep in mind the fundamental principles 
upon which the truly noble objectives of the Academy 
are based. Hence, we should never fall into the error 
of confusing means with ends. 

As executive officer of this organization, I consider 
it my fundamental obligation to constantly hold before 
the membership the purposes for which the Academy 
was formed, and the reasons for which it exists. Policies 
are determined by the Congress of Delegates and by 
the Board of Directors; it is my job to see that these 
policies are expressed through execution. But, I am 
obligated to speak if in my opinion a proposed policy 
will tend to obscure the ends toward which the Acad- 
emy is working; it is my duty to suggest the means 
that will assist in accomplishing these ends. 
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The managerial duties of an organization executive 
thus relate both to the means and to the ends. I beg 
the privilege of taking you behind the scenes, so to 
speak, in order to give you a brief look at the work that 
goes on at Academy headquarters. Many members 
have, at one time or another, paid us a visit in Kansas 
City. In the course of time I hope all of you will, and 
thus get a view of the actual day-by-day work that goes 
on there. 

The next best thing to taking you on a visit to head- 
quarters, perhaps, is to present to you a series of visual 
charts that will give you a better idea of the means 
employed in attaining the ends to which I have just 
alluded. 

In Figure 1 you will see a chart depicting the annual 
growth we have enjoyed in membership. Growth has 
been steady and constant. This is healthy growth. 
There is every reason to expect it to continue at an 
even accelerated pace. 

Maintaining records for nearly 19,000 members and 
furnishing them with the many services the Academy 
renders is a mammoth task. It keeps a staff of about 50 
full-time employees pretty busy. Last year we mailed 
over 600,000 pieces of mail from headquarters. If we 
don’t do all the things you think we should do as 
promptly or as well as you think we should, I beg you 
to bear in mind that the personnel, space and facilities 
available to us are subject to limitations imposed by 
finances. 

You might be interested in some figures revealed by 
a study made for the Finance Committee last year: The 
AMA has about 8.3 employees per thousand members ; 
the American College of Surgeons (with annual dues 
of $40) has approximately 4.2 employees per thousand ; 
the American Academy of General Practice has about 
2.6 employees per thousand members. Under these 
circumstances, I think it not immodest to say that the 
extremely able executive assistants on the staff and all 
the loyal workers at headquarters are doing a fairly 
creditable job. 

Another chart (Figure 2) shows income and expenses 
for the eight years since the Academy’s founding. With 
expenditures equal to or exceeding actual income from 
dues for four of the last five years, I think you will have 
to agree with the words of the popular song about 
Kansas City, ‘‘We’ve gone about as fer as we can go.” 
It’s a bit startling to note that among the several resolu- 
tions submitted for the approval of the Congress of 
Delegates, 13 would require an expenditure of addi- 
tional funds, while five would actually reduce our rev- 
enues. It is impossible for us to do more with less. 

Figure 3 gives a pictorial analysis of the use made of 
each dollar sent in for dues. When time permits I hope 
each of you will give this thoughtful study. 
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Figure 4 is a chart showing all of the standing com- 
missions and committees which make up the organiza- 
tion of the Academy, and give it its real vitality. There 
are five commissions to which appointments are made 
for three-year terms. In addition to the Reference 
Committees which serve at each session, there are 12 
standing committees to which all or none of the mem- 
bers may be reappointed by the Board annually. 

A membership count according to states is presented 
in Figure 5. Our state chapters have done an outstand- 
ing job this year in presenting the story of the Acad- 
emy to qualified candidates for membership. 

To visualize headquarters personnel, see Figure 6 
which is a “Staff Organization Chart.”’ This shows the 
lines of authority and function-of the individual mem- 
bers of the executive staff, all of whom work under the 
supervision of the Board of Directors, its committees, 
or commissions. 

A more detailed description of the GP staff showing 
the job classification and function of each worker is 
presented in Figure 7. Note, please, that some of the 
positions on the chart are for future expansion and are 
as yet unfilled or are being filled on a doubled-up basis 
by the managing publisher or one of the other staff 
members. 

For a rather detailed picture of the Academy organi- 
zation with relation to management, authority and 
responsibility, see Figure 8. This is an adaptation of 
the kind of functional plan most well-run corporations 
develop for the control of their business. It will be 
better understood, perhaps, if we translate some of the 
language from professional organization argot to busi- 
ness terminology. 

In the position of trustees for the entire membership, 
members of the Congress of Delegates sit as stockhold- 
ers. The reports of the officers and committees you re- 
ceive are dividends paid out in the form of goals estab- 
lished and objectives achieved for the welfare of the 
members and for all American medicine. The dele- 
gates’ decisions, as stockholders, determine the over-all 
policy of the corporation. 

General management authority and responsibility is 
vested in the Board of Directors, just as it is in a busi- 
hess corporation. Its management decisions are ex- 
ecuted by an executive officer who is at all times sub- 
ject to its control and supervision. Under the executive 
secretary (in a business corporation he is usually called 
the executive vice president) are the assistant execu- 
tives, and under them department heads and section 
supervisors. 

Now, the main departments of activity in a business 
corporation would be shown in the squares down the 
lefi side of this chart as “Finance,” ‘Production,” 
“Sales” and ‘‘Marketing.” Our profits are of a different 
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nature, and hence our activities are different. Our ac- 
tivities are related to the fundamental aims of the 
Academy as set forth in its Constitution. It is from the 
statement of objects in Section 1 of Article II of our 
Constitution that these four basic objectives are taken. 
They relate to, (1) the maintenance of a strong organi- 
zation; (2) the advancement of the science and art of 
medicine; (3) the rendering of service to members, and 
(4) the encouragement of postgraduate training. All of 
the activities carried on by committees and staff 
toward the attainment of these major objectives are 
outlined in the accompanying boxes. 

All this adds up to a broad and ambitious program. 
I think it fair to say we have come a long way toward 
the accomplishment of the goals so ably established by 
the founders of the Academy. Credit for the remarkable 
progress achieved in such a comparatively brief period 
of time belongs to the officers upon whom the Congress 
of Delegates has placed the responsibility for guiding 
the destinies of the organization. They have acquitted 
themselves magnificently. 

The tribute your distinguished president has paid to 
his fellow officers finds a humble echo in my heart. 
What a joyous privilege it has been for me to share in 
this great undertaking with such men as Bill Hilde- 
brand, Ivan Heron, John Bender, Holland Jackson, 
John Fowler, Rich Bryner, Jack DeTar, and the other 
illustrious leaders who have served with and before 
them. The fire from the torch they have carried has 
lighted the shores of lands across the oceans. The 
example of the American Academy of General Practice 
has now been copied in England, Canada, Australia, 
New Zealand, Holland and South Africa. This is ap- 
probation of a high order. 

Last year I sadly closed my annual report with a 
tribute to a dear friend but lately departed, the Acad- 
emy’s remarkable vice president, Dr. Merrill Shaw. 

This year I close with a tribute to the living. As I 
mentioned earlier, the officers and others who have 
served so unselfishly on committees and in official posi- 
tions with state chapters deserve the fullest respect and 
appreciation for their individual contributions to the 
Academy’s growth and programs. Each has placed a 
stone in the wall and each has thus strengthened the 
citadel. 

By the time the Congress of Delegates meets again a 
dream of long standing will be brought to fruition. 
God (and the American Federation of Labor) willing, 
the Academy will be housed in a beautiful new edifice 
of which every member can be proud. It is fitting, I 
believe, that the man whose inspiration made possible 
this material symbol of strength and permanence 
should be president in the year of its completion. 
Some time ago I joined with my fellow members of 
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the American Bar Association in dedicating a new 
building to house the executive offices of our asso- 
ciation. My esteemed friend, the late Justice Robert H. 
Jackson, addressed the association at its cornerstone 
ceremony. A remarkable parallel came to my mind as I 
heard this distinguished Supreme Court Justice say, 
We are building a cathedral to testify to our faith in 
the rule of law.” 

When Dr. J. R. Fowler stands at the cornerstone of 
the Academy’s headquarters building next year, he 
will symbolize the vision and the determination of all 
who have given of their time, effort and material bless- 
ings that the American Academy of General Practice 
might prosper. They have helped to build a cathedral 
to testify to our faith in the destiny of the family physi- 
cian in America. 

As you consider what Dr. Fowler has given of him- 
self for this cause, and as you ponder the contributions 
of those who have gone before him, the thought may 
come to you, “Why has he done this?” Why have 
these dedicated men worked so assiduously to build an 
organization, the benefits of which will be reaped by 
generations of physicians yet to come? Why have they 
worked so devotedly for others ? 

You will find an answer in a touching poem entitled 


“The Bridge Builder,” by W. A. Dromgoole, with 
which I close: 


An old man going a lone highway 

Came at the evening, cold and gray, 

To a chasm vast and wide and steep, 

With waters rolling cold and deep. 

The old man crossed in the twilight dim, 
The sullen stream had no fears for him; 
But he turned when safe on the other side, 
And built a bridge to span the tide. 

“Old man,” said a fellow pilgrim near, 
“You are wasting your strength with building here. 
Your journey will end with the ending day, 
You never again will pass this way. 

You've crossed the chasm, deep and wide, 
Why build you this bridge at eventide ?” 
The builder lift his old gray head; 

‘Good friend, in the path I have come,” he said, 
“There followeth after me today 

A youth whose feet must pass this way. 

The chasm that was as naught to me 

To that fair-haired youth may a pitfall be; 
He, too, must cross in the twilight dim— 


Good friend, I am building this bridge for him!” 


GENERAL PRACTITIONERS’ DUTY AS MEDICAL TEACHERS 


BY ROBERT F. PURTELL, M.D. 


Dr. Purtell, a well-known Academy member from Milwaukee, 
Wis., discusses here the facets of the general practitioner’s re- 
sponsibility in medical teaching which he presented at the Annual 
State Officers’ Conference this spring in Los Angeles. Author Purtell 
has been an active participant in undergraduate teaching for the 
past 23 years —PUBLISHER 


IT Is MY FIRM CONVICTION that any general practitioner 
within 60 miles of a medical school can and should 
offer himself as a teacher on its faculty. 

One might ask, ‘Why teach?” There are long hours 
of preparation, rescheduling of work, and, of course, 
correcting papers. But the rewards are many. The 
stimulation of contact with the undergraduate, the 
inspiration to more intensive reading and, of course, 
the Oath of Hippocrates imposes an obligation upon 
all of us to teach. 

For the past 23 years, it has been my privilege to 
participate actively in undergraduate teaching both 
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in the Marquette University Medical School and the 
Milwaukee County Hospital. I have found that of all 
my rewards the gratitude of the student perhaps rates 
highest. It’s always a great satisfaction to have a senior 
medical student come to me at the end of the semester 
and say, “Thanks for what you have taught me.” 

Too often nowadays, however, medical students are 
saying that the only professors they see or hear are 
specialists. Early in the undergraduate’s medical train- 
ing, he is implanted with the idea that to be a success 
he must be a specialist. This strong trend toward 
complete departmentalization has prevailed since the 
end of World War II. Within the medical school 
faculties, departments are now specializing within 
themselves, such as the department of medicine with 
its sub departments of hematology, cardiology and 
endrocinology. 

This trend, of course, has made it difficult to in- 
tegrate the general practitioner in many medical 
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school faculties. However, at a recent conference on 
the care of the chronically ill in Chicago, what ap- 
peared to be a brand new idea, namely, treating the 
patient as a whole, was discussed at great length. For 
the general practitioner, this is not a new idea but 
an integral part of his daily practice. According to 
this new concept, the 1955 medical graduate must 
have a knowledge of the ancillary medical services 
available within his community, including the services 
of the dietitian, the physiotherapist and others in 
related fields. 


The general practitioner would be the natural 
teacher in this new field of undergraduate medial 
training, and it is my firm belief that he should <e- 
velop a definite program to offer medical school f.c- 
ulties in light of this new trend in undergraduate 
medical teaching. If we are to reverse the trend toward 
complete specialization in undergraduate medical 
students’ thinking, it will require top-level planning 
between committees of the Academy of General Prac- 
tice and the curriculum committees of medical school 
faculties. 


THIS LEFT-HANDED WORLD 


BY P. H. HOSTETTER, M.D. 


Himself a left-hander, Dr. Hostetter of Manhattan, Kan., takes issue 
with the popular thought that using the left hand is a hardship. 
To the contrary, Academy Member Hostetter points out the merits 
of being a “Southpaw.” —PuBLISHER 


SOUTHPAWS HAVE THINGS EASY. That old idea that this 
is a right-hander’s world is widely spread by right 
handers, but let’s look at the facts. 

Left handers have freedom in learning to write. The 
ryles say the paper should be held parallel to the 
forearm that does the work; and that’s the way it’s 
taught, but only to the right handers, it would seem. 
For the 10 per cent or so who just aren’t built that 
way, freedom is the thing. Pretty often little left- 
handed Johnny First Grader copies the right-hander’s 
position of the paper, but can’t copy the handedness 
that goes with it. He never learns to write very effi- 
ciently, yet he’s happy. He hasn’t been bothered by 
Teacher. 

Sports are really fine. With a whopping majority 
in the right-handed rut, a southpaw batter can make 
a pitcher want to start all over. Every curve he throws 
works backward. The southpaw batter has done nearly 
all of his practicing against the hordes of “right” 
paws, so nothing new is happening to him. And a 
southpaw pitcher has the same advantage. He’s ready 
for what usually comes. But when a left-handed batter 
meets a left-handed pitcher, both are up a stump. Of 
course, this applies to vacant lots more than to the 
Big Leagues. 


Left handers in tennis have their guns loaded and 
ready in advance. And basketball—imagine guarding 
the one guy in ten who prefers left-handed shots. And 
see how boxing keeps them guessing! 

Typewriters were made for left handers. In English, 
56 per cent of all typewriter strokes are made with 
the same old left hand. 

The right-winged brood had its day when cars grew 
gearshifts out of the floor. But nowadays when you 
drive a car, the right hand is relegated to the cigarette 
lighter, getting the clock set again, the girl friend, etc. 
Trained or not, the left hand has to carry the heavy 
responsibility because the hand that twists the wheel 
saves your neck. 

The much sought-after left-handed monkey wrench 
is quite common—just like any other. And who ever 
saw a choosy hammer, saw, or plane, either? The so- 
called “right” boys get into just as many awkward 
spots as the workmen who are “‘left,” only on the 
other end of the job. 

Writing by hand isn’t worth too much any more, so 
perhaps Southpaw will be a surgeon. Surgeons prefer 
to stand with their good hands towards the patient’s 
feet when that person is stretched out properly. 
Number One Surgeon gets his wish. And where does 
Number One Surgeon stand? You guessed it! He gets 
the wormseye view of that misunderstood saying about 
the early bird. When either No. One or No. Two is a 
southsider, joy reigns supreme. 

Off-side writing can get you through college. Try 
doing a final exam left-handed on a right-handed 
classroom chair. You turn your whole body 45 degrees 
to the right from necessity, and thus innocently gain 
a beautiful view of your neighbor’s paper. 

And if all that fails, a left-handed piano player can 
always get along. Just stick to boogie-woogie! 
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AN ACADEMY OFFICER'S PROFILE.. 


Malcom E. Phelps, M.D. 


Board Chairman Phelps in Dual Role 


THE NEW CHAIRMAN of the Academy’s Board of Direc- 
tors, Dr. Malcom E. Phelps of El Reno, Okla., is doing 
double duty these days, also serving as AAGP vice 
president. His association in the Academy goes back to 
1947 when he was one of its “founding fathers.” 

While in the founder’s role, Dr. Phelps also helped 
organize the Oklahoma chapter and served as the first 
Sooner president. Since its beginning he has been a 
member of the chapter’s board of directors and each 
year has been a delegate to the Assembly. 

Dr. Phelps was one of the original members of the 
Academy’s first Committee on Membership and Cre- 
dentials and later served on the Commission on Mem- 
bership and Credentials. For three years he had the 
chairmanship of the Commission on Legislation and 
Public Policy. At Assemblies he has served on the Ref- 
erence Committee on Hospitals and as chairman of the 
Reference Committee on Miscellaneous Business. 

Election to the Board of Directors came in 1952— 
his term expiring this year in Los Angeles. His retire- 
ment was only momentary for he was unanimously 
elected to the vice presidency which returned him to 
the Board and fellow directors subsequently elected 
him chairman. 


Honors multiplied for Board Chairman Phelps early 
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in his term of office, with the Academy selecting |.im 
as a representative on the National Advisory Commiitee 
on Poliomyelitis Vaccine. 

A native of El Reno, Dr. Phelps was born October 
16, 1905, to Mr. and Mrs. James I. Phelps. His mother 
had been a school teacher; his father, a lawyer, served 
many years on the Oklahoma Supreme Court. 

On March 22, 1925, while attending the University 
of Oklahoma he married his Sooner schoolmate, the 
former Miss Maxine Hicks of Osceola, Ia. In 1926 both 
enrolled at the University of Iowa. There Dr. Phelps 
got his MD degree in 1929. He then interned at the 
University of Oklahoma Hospital in Oklahoma City for 
one year and spent another year as a resident in surgery 
at the hospital. Later he spent one year as assistant in 
urology. Except for that one year, Dr. Phelps has prac- 
ticed in his home town since 1931. 

The Phelpses have two sons—James Vernon, who was 
graduated from law school at the University of Okla- 
homa, and Joseph Malcom, who also attended O.U. and 
expects to take up dentistry. Both sons are now in the 
Air Force. There is one grandchild, two-year-old Mal- 
com Vernon, son of Mr. and Mrs. Joseph Phelps. 

Dr. Phelps is a member of the Canadian County and 
Oklahoma State medical associations, the AMA, the 
Southern Medical Association and was a founder of the 
Southwestern Surgical Congress. The El Renoan has 
served as president of the Canadian County Medical So- 
ciety, vice president of the state medical society, and 
for the past several years, chairman of the legislative 
committee of the state society. For several years he has 
also been alternate delegate of the OSMA to the AMA 
and is serving on the council and executive committee 
of the state association. 

He is also affiliated with the El Reno Masonic Lodge, 
Elks Lodge and First Christian Church. For several 
years he helped operate the El Reno Sanitarium but 
closed it in 1954 when the new Parkview City Hospital 
was opened. He is now division surgeon for the Rock 
Island Railroad and last year was appointed to the 
Governor’s Crime Study Commission. 

Dr. Phelps has a trio of hobbies—piloting planes, 
raising purebred dogs and thoroughbred horses. His 
Maximal bulldogs, his judging talent and his thorough- 
bred horses have won him national fame. The October, 
1951 GP carries a story about Dr. Phelps and his dogs. 

Licensed by the American Kennel Club, his dog 
judging has taken him from coast to coast as well as to 
Mexico. Right now Dr. Phelps has five horses at the 
track in Omaha. 

For many years he has owned and piloted his own 
planes which has helped him speed about the country 
getting to dog shows and horse races, besides tending 
a busy practice. 
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News 


Ill Health Causes Resignation of Holland Jackson as AAGP Treasurer 


Board Names Past President U. R. Bryner 


To Fill Unexpired Term as Treasurer 


Dr. U. R. Bryner of Salt Lake City, Utah, has been 
named by the Board of Directors of the American 
Academy of General Practice to take over the reins as 
treasurer to fill out the unexpired term of Dr. Holland 
T. Jackson of Fort Worth, Tex., who has resigned be- 
cause of ill health. 

On April 21, less than a month after he was re- 
elected to his fourth term as treasurer, Dr. Jackson 
suffered a coronary occlusion. He is reported to be 
convalescing satisfactorily but upon the advice of his 
physicians has resigned as treasurer. Dr. Jackson, 
who is one of the Academy’s founders, has also been 
a member of GP’s Publication Committee and has 
given up his duties in that field. 

His successor, Dr. Bryner, who is a past president 
of the Academy, will not find it hard to take over as 
treasurer for he served in that position from 1947, 
when the Academy was founded, until he became 
president-elect at Atlantic City in 1952. 

At its May 21 meeting in Chicago the Board of 
Directors named Dr. Bryner chairman of the Finance 
Committee and appointed Dr. Howard J. Farmer of 
St. Johnsbury, Vt., to that committee. The Finance 
Committee is now composed of Drs. Bryner and 
Farmer and Dr. A. E. Ritt of St. Paul, Minn. 

Newly-appointed members of GP’s Publication 
Committee are Dr. Keith Hammond, Paoli, Ind., Dr. 
E. R. Cox, Dallas, Tex., and Dr. Bryner. Dr. Bryner 
and Dr. Malcom Phelps serve as ex officio members. 
Dr. John Mosher of Coeymans, N. Y., was reappointed 
chairman of the committee—other members are Dr. 


William Lotterhos and Dr. Daniel Rogers. 
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New chairmen were named for the following com- 
mittees: Dr. Charles N. Wyatt of Greenville, S. C., 
chairman of the Committee on Constitution and By- 
Laws; Dr. Francis Hodges of San Francisco, Com- 
mittee on Voluntary Prepaid Medical Care; Dr. Fred 
Humphrey of Ft. Collins, Colo., Committee on Rural 
Health; Dr. Earl Van Horn of Cincinnati, Committee 
on Insurance; Dr. M. B. Glismann of Oklahoma 
City, Mead Johnson Scholarship Award Committee ; 
Dr. Herbert Salter of Cleveland, M & R Award Com- 
mittee; Dr. William F. Putnam, Civil Defense Com- 
mittee. The Rural Health, Civil Defense, and Joint 
Committee on Industrial Medicine are all liaison 
committees. 

Following the Assembly in Los Angeles, the chair- 
man for each commission was named. Dr. Joseph 


Holland T. Jackson, M.D. 
Ill health forces him to resign 


U. R. Bryner, M.D. 
Again takes treasurer’s reins 
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Lindner heads the Commission on Education; Dr. 
William Sproul is chairman of the Commission on 
Membership and Credentials; Dr. Charles Cooper is 
chairman of the Commission on Hospitals; and Dr. 
Cyrus Anderson now heads the Commission on 
Legislation and Public Policy. 

The complete membership of all commissions and 
committees are listed in the front of this issue of GP. 

The Board has also named Dr. Harry Marchmont- 
Robinson to serve as secretary of the annual State 
Officers Conference next March in Washington, 
D. C. Dr. Donald Kast of Des Moines was appointed 
conference chairman in Los Angeles. 

Dr. Lester Bibler of Indianapolis and Dr. Thomas 
H. Blake of St. Albans, W. Va., have been named 
Academy representatives on the Joint Committee on 
Industrial Medicine. 

The Board also set terms for the Academy members 
on the new Joint General Practice Residency Review 
Committee. Dr. William Shaw was appointed for a 
three-year term, Dr. Jesse Rising to a two-year term 
and Dr. Louis F. Rittelmeyer, Jr., to a one-year term. 
Subsequent appointments will be made for three-year 
terms. 


Trends and Events in the Nation’s Capital 


Zero Batting Average on Health Legislation 


WHETHER it was for better or for worse, the paucity of 
national health legislation enacted by Congress in 1955 
is chiefly attributable to the vaccine fiasco. 

The first half of the 84th Congress is nearing a close 
(on the assumption, at this writing, that adjournment 
will come in late July or early August) and the Admin- 
istration is contemplating a zero batting average for the 
ambitious parcel of health bills which it sent marching 
up Capitol Hill last winter. The number one item of 
this program, one may recall, was reinsurance—a word 
which has scarcely been mentioned for months along 
the Potomac, let alone taken seriously. 

Paradoxically, the congressional slowdown on health 
legislation stems from the fact that recent circum- 
stances have made the members more health conscious 
than ever. Newspaper headlines and letters from con- 
stituents over the past three months on the subject of 
poliomyelitis vaccine have forcefully demonstrated to 
them that the country takes health affairs seriously; 
but also, it has built up a reluctance to rush into legis- 
lation that would confer still greater authority on a 
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Leonard A. Scheele, M.D. 


Oveta Culp Hobby 


branch of the federal government whose prestige has 
been impaired by the vaccine controversy. 

Virtually all pending health bills, Republican and 
Democratic alike, name as administering authority the 
Department of Health, Education and Welfare. Criti- 
cism incurred by its secretary, Mrs. Oveta Culp Hobby, 
for her handling of the Salk vaccine matter inevitably 
led not only to congressional scrutiny of the whole 
confused problem but also to sharply decelerated con- 
sideration of the Eisenhower-Hobby national health 
program: Reinsurance, mortgage loan insurance for 
clinics and hospitals, grants for practical nursing edu- 
cation, and all the rest. 

From present indications, Congress may yet—before 
adjourning the 1955 session—vote upon such ques- 
tions of medical interest as disability insurance for 
social security beneficiaries and coverage of physicians 
by old age and security insurance. However, it appears 
that the 84th’s second session, in 1956—an election 
year—will be the one for serious consideration of na- 
tional health measures which would be steered by the 
Department of Health, Education and Welfare. By 
that time, HEW’s leadership is almost certain to be in 
different hands. Another point: The four-year term of 
Dr. Leonard A. Scheele, Surgeon General of U.S. Pub- 
lic Health Service, will expire in April, 1956. 


Need Medical Leadership in Civil Defense 


Medical leadership and planning are deficient, as far 
as civil defense is concerned, according to the Subcom- 
mittee on Civil Defense of the Senate Committee on 
Armed Services. 

In a recent interim report, the subcommittee recom- 
mended that “the appropriate federal agency”’—it did 
not venture to say which one is the appropriate one— 
“be delegated the civil defense planning responsibility 
for mass medical care and organizing the medical re- 
sources of the nation.” 
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The report continued: planning, and possilily 
the direction during the post-attack period, of the 
medical care problem for the hundreds of thousands of 
city evacuees is obviously beyond the capacity of the 
individual states acting alone to meet. The thousands of 
casualties from heat, blast and radiation would be 
streaming across state lines into possibly relatively un- 
populated areas. Medical resources and _ personnel 
would have to be diverted to these areas from other 
parts of the country.” 

Prior to issuance of the report, Secretary Hobby and 
Surgeon General Scheele had presented to the sub- 
committee a factual report on departmental and 
USPHS responsibilities in civil defense planning. 
Some Washington observers considered it significant 
that the Senate subcommittee, of which Senator Estes 
Kefauver (D.—Tenn.) is chairman, did not name the 
Department of Health, Education and Welfare as the 
agency which should take charge of arrangements for 
mass medical care. Particularly inasmuch as its pri- 
mary component, the U.S. Public Health Service, is 
the federal government’s principal medical branch. 


Directory of Cancer Services Available 


A revised and more complete directory of cancer 
services and facilities throughout the country has been 
published by U.S. Public Health Service. 

For the first time, listings are given for institutions 
and laboratories offering tissue diagnostic and cyto- 
diagnostic services, also home maker services that are 
available to cancer patients. 

Organized by states, names and locations are given 
of cancer hospitals and clinics, and references are made 
to home medical care provided by hospitals, as well as 
home nursing services. Data are supplied on state and 
voluntary agencies, cancer mortality, legislation, etc. 

According to the directory, which was compiled by 
National Cancer Institute, 33 States, District of Colum- 
bia, Alaska, Hawaii and Puerto Rico have cancer legis- 
lation on their statute books. 

The directory, entitled “Cancer Services and Facili- 
ties in the United States, 1954,” is purchasable at 45 
cents from the Superintendent of Documents, Govern- 


ment Printing Office, Washington 25, D.C. 


Long-Term Disabilities Studied 


A recent statistical study by the Social Security Ad- 
ministration estimates that on an average day in 1954, 
there were approximately 2.9 million persons in this 
country, aged 14 to 64, with long-term disabilities. It 
defines “long-term disabled” as applicable to those 
persons who, “because of some physical or mental dis- 
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ease or impairment, have for over six months been un- 
able to work or to follow other normal pursuits on a 
regular basis.”” 

Including all ages, the long-term disability total was 
estimated at 5.3 million. More than 40 per cent of 
these individuals, or about 2.2 million, were age 65 or 
older. 

The report states that three-fourths of the disabled 
in the 14-64 category would have been in the labor 
force but for their handicap, the remaining one-fourth 
being composed of persons who would have been in 
school, keeping house or in some other useful activity 


other than gainful employment. 


Kinescopes of February 24 TV Program 
Available for Formal Study Credit 


Kinescores of the Academy sponsored closed-circuit 
television show on streptococcal infection presented 
February 24 from New York City are now available, 
and members viewing such a showing will receive the 
same amount of study course credit as those who 
viewed the live production, the Academy reports. 
Members who were able to see the telecast in Feb- 
ruary received one hour of formal credit and this same 
credit will be given to kinescope viewers. The pro- 
gram, at that time the largest closed-circuit medical 
television production ever staged, was presented under 
the auspices of the Academy’s Commission on Edu- 
cation in cooperation with Wyeth Laboratories. 
Kinescopes of the program are now available to state 
and local medical groups through Wyeth Laboratories. 


AAGP Members on New Joint General 
Practice Residency Review Committee 


THE FIRST MEETING of the Joint General Practice Resi- 
dency Review Committee, made up of three Academy 
members and three AMA members, was held at Ameri- 
can Medical Association headquarters in Chicago on 
May 4. 

Drs. William J. Shaw, Fayette, Mo.; Jesse D. Rising, 
Kansas City, Mo. ; and Louis F. Rittelmeyer, Jr., Mem- 
phis, Tenn., are representing the Academy. AMA rep- 
resentatives are Drs. James Faulkner, Andrew Bunten 
and Edward Leveroos—all members of the Council on 
Medical Education and Hospitals. 

This first meeting was devoted to organizational 
matters, and recommendations on revisions of the 
“Essentials of an Approved General Practice Residen- 
cy.” The revisions will be referred to the AMA council 
and to the Academy’s Board of Directors for study and 
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approval before being presented to the AMA House of 
Delegates for adoption. Until such changes have been 
adopted, general practice residencies will be evalu- 
ated and approved under the present “Essentials.” 

The AMA’s Council on Medical Education and Hos- 
pitals will continue as the approving agency, although 
approval of general practice residencies will now be 
done jointly by the council and the Academy through 
the Joint Review Committee. 

At this initial meeting Dr. Faulkner was elected 
chairman of the committee, Dr. Shaw was elected vice 
chairman and Dr. Leveroos, secretary. All will serve 
one-year terms in their respective offices. 


All States Represented in Record-Breaking 
Physician Registration in Los Angeles 


Au. 48 sTATEs, as well as the District of Columbia, 
Canada, Hawaii, Alaska and Spain, were represented at 
the Academy’s Scientific Assembly in Los Angeles. 

Of the record-breaking physician attendance of 
3,377, California accounted for 1,789 of the regis- 
trants. Three physicians came from Spain, one from 
Alaska, ten from Canada and 11 from Hawaii. No state 
had fewer registrants than far-off Maine, that had six. 

The entire registration tabulated by —, terri- 
tories and countries follows: 


35 New Jersey......... 14 
11 New Mexico......... 16 
Californmia.......1, 789 64 
eee 47 North Carolina...... 19 
Connecticut......... 17 North Dakota........ 7 
District of Columbia. .11 Ohklahoma.......... 33 
toa kine 15 Pennsylvania...... . .42 
35 Rhode Island......... 7 
97 South Carolina...... 14 
xe 53 Tennessee........... 19 
6 
Maryland.......... 13 Washington. ...... .127 
Massachusetts....... . 21 West Virginia....... 11 
Michigan........... 87 76 
Minnesota.......... 70 10 
Mississippi... ....... 10 3 
Montana........... 15 ll 
Nebraska........... 43 10 
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A well-balanced, high-potency vitamin 


FoLBEsYN provides B-Complex factors 
(including folic acid and B,,) and ascorbic 
acid in a well balanced formula. It does 
not contain excessive amounts of any one 
factor. 


FoLBEsyYN Parenteral may be administered 
intramuscularly, or it may be added to 
various hospital intravenous solutions. It 
is useful for preoperative and postopera- 
tive treatment and during convalescence. 


formula containing B-Complex and C 
Dosage: 2 cc. daily. Each 2 cc. provides: 


Sodium Pantothenate................ 10 mg. 
Pyridoxine ci ach 5 mg. 
mg. 


FoLBEsyn is also available in tablet 
form, ideal for supplementing the paren- 
teral dose. 
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Wife of Hawaii Chapter President 
Is Hawaii's ““Mother of the Year” 


Hawan’s Mother of the Year was Mrs. John William 
Devereux, wife of the president of the Hawaii terri- 
torial chapter of the Academy. The announcement of 
the honor came on May 2 in the Honolulu Star- 
Bulletin. 

Mrs. Devereux, the mother of four children rang- 
ing in ages from 11 to 19 years, was selected for 
her service to her community and family. Dr. Dev- 
ereux describes his wife as a woman with “a sincere 
interest in all things” and a strong “faith in God.” 

"One of the Islands respected leaders in health, 
welfare and educational activities, Mrs. Devereux be- 
lieves ‘motherhood is the greatest gift that God gives 
to women’,” the Star-Bulletin reports. 

Her community activities center around the Oahu 
Health Council where she is serving her third consecu- 
tive term as president. Other major activities are with the 
Parent Teachers Association, the Society for Crippled 
Children and Adults, the Salvation Army Girl’s Home 
and the Women’s Auxiliary to the Honolulu County 
and Territorial medical groups. 

The Devereux children are John, Jr., Marvin 
Kingsley, Dorothy Diane and Frederick Allen. 

A native of Spokane, Washington, Mrs. Devereux 
was graduated as a registered nurse in 1931 and three 
years later while doing postgraduate work in Chicago 
she met and married Dr. Devereux. They went to 
Hawaii the next year to make their home. 

During World War II years she was a tireless work- 
er instructing home nursing and first-aid classes, serv- 
ing in the Blood Bank and assisting in USO recreation 
programs. 

This year she has been nominated as vice president 
of the Punahou P.-T.A. for 1955-56 and will serve as 
vice president of the Women’s Auxiliary for the 
Hawaii Medical Association. 

To promote programs for handicapped children, 
especially those with cerebral palsy, Mrs. Devereux 
made a seven-week survey of mainland facilities in 
1947 at her owm expense. 


Mental Health Research Gets Allocation 
Of $15 Million from Ford Foundation 


Researcu in the field of mental health will be aided 
in the next five to ten years by the allocation of $15 
million by the trustees of the Ford Foundation. 

After a two-year study of the over-all mental health 
program, the foundation felt it could perform the 
greatest service at this time by emphasizing research. 
Among the goals that have been set for research are 
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determining the causes of mental illness and develop- 
ing and testing effective methods of treatment and 
prevention. 

The research will be undertaken in psychology and 
other social science departments in universities, de- 
partments of psychiatry in medical schools and their 
related hospitals, and public and private mental hos- 
pitals or independent research organizations. 


Duke Medical School To Sponsor 
Postgraduate Course on Fall Cruise 


TAKING A CUE from the North Carolina chapter’s cruise- 
meeting last fall, Duke University School of Medicine 
announces that it will sponsor a 12-day postgraduate 
medical course this fall aboard the M.S. Stockholm, a 
trans-Atlantic luxury liner. 

Dr. William McNeal Nicholson, professor of medi- 
cine and director of postgraduate education at Duke 
University, reports that the course and cruise will 
begin November 23 at Wilmingion. Persons attending 
this novel course will receive credit toward the Acad- 
emy’s postgraduate study requirements. 

From Wilmington, the Stockholm will proceed to 
Port-au-Prince in Haiti; Cartagena on the coast of the 
Republic of Colombia, the Canal Zone and Kingston, 
Jamaica, before returning to Wilmington. 

Professors from the university’s medical school will 


be the faculty for the course. 


A banquet at the American Chinese Club in Honolulu climaxed 
this year’s Invitational Scientific Congress which was the most 
successful post-Assembly meeting ever held. Leis for all the special 
guests added to the charm of the Luau. Shown at one of the special 
tables are (clockwise) Dr. John R. Fowler, (center front), AAGP 
Academy president; Mrs. John Felix, wife of the chairman of the 
scientific session; Dr. Robert Millard, immediate past president of 
the Hawaii chapter; Mrs. John S. DeTar, wife of the Academy’s new 
president-elect; The Honorable Samuel W. King, governor of Hawaii; 
Mac F. Cahal, AAGP executive secretary; Mrs. Homer Benson of 
Honolulu; Mrs. €. L. Bernhart of Milwaukee, Wis.; Mrs. H. Q. Pang, 
wife of the chairman of the Banquet Arrangement Committee; 
and Dr. John Devereux, new president of the Hawaii chapter. 
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prescription only. 
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Medical Editor, Dr. Hugh 
. H. Hussey of Washington, D. C., 
served as chairman of the Ref- 
erence Committee on Executive 
Session of the AMA’s House of 
Delegates at the annual meeting 
last month in Atlantic City. 


New York Nonprofit Hospitals Report 
$26 Million Deficit for Ward Cases 


E1icHTy-Two voluntary nonprofit hospitals in New 
York City that are affiliated with the United Hospital 
Fund report a deficit of $26 million in the care of ward 
and clinic patients last year—the highest losses in 
their history. 

These losses were incurred by hospitals with 22,100 
beds and 46,000 staff members, representing more than 
half of the total hospital facilities of the entire city. 

Mr. Henry C. Brunie, president of the fund, reports 
that last year ward care had risen to $21.75, and al- 
though income from ward patients has continued to 
increase, it has not kept pace with rising costs. Ten 
years ago the average loss per patient day on the 
wards of the member hospitals was $3.15. By 1954 this 
dollar deficit per day had risen to $7. 


Medical News in Small Doses: 


Tue Mepicat Association of Georgia elected Presi- 
dent John R. Fowler to honorary membership on May 
3. The previous day Dr. Fowler spoke on “New Phi- 
losophy in Office Procedures” at the Medical College 
of Georgia in Atlanta. He was also guest speaker at the 
Pennsylvania chapter’s annual banquet on May 14. 
September speaking invitations have come from the 
Massachusetts chapter for September 17 and the South 
Carolina chapter on the 27th. . . . Dr. Garra L. Lester, 
president of the New York chapter, has been named 
to the state’s advisory committee on Salk vaccine con- 
trol by Governor Averell Harriman. . . . A symposium 
on poliomyelitis was sponsored on May 18 in Los An- 
geles by the Western Section of the American Con- 
gress of Physical Medicine and Rehabilitation. . . . 
Academy member, Dr. Ben K. Looper of Canton, Ga., 
has been elected to the Canton City School Board. . . . 
At the 18th annual meeting of Blue Cross and 12th for 
Blue Shield in Kansas City, Mo., Dr. Francis Hodges, 
one of this year’s M & R Award winners, told his 
audience that “It is regrettable that certain aspects of 
consumer economics are not understood by many phy- 
sicians. It is essential now to strive toward under- 
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standing, for popular demand is plunging the profession 
into participation in the business of rendering medical 
care as well as the art and science.” . . . Honorary 
Academy member Howard A. Rusk was one of two 
persons recently awarded the Order of Merit José Fer- 
nandez by the government of Colombia. The honor is 
the highest health award given by the armed forces of 
Colombia. He received the award after eight days of 
clinics, lectures and consultations involving rehabili- 
tation service for a new Bogota hospital. Dr. Rusk also 
has received a distinguished service certificate from 
President Eisenhower. Maj. Gen. Melvin Maas, chair- 
man of the President’s Committee on Employment of 
the Physically Handicapped, made the presentation. 
... AAGP Executive Secretary Mac F. Cahal who is a 
member of the faculty of the University of Kansas 
Medical School addressed the City Managers Associa- 
tion in a meeting at the University on April 26. He has 
also accepted an invitation to address the Ingham 
County Medical Society at Lansing, Mich., on Septem- 
ber 20 and on the 17th he is scheduled to speak at a 
meeting of the New Mexico chapter in Albuquerque. 
..» More than 7,500 crippled children are in camp this 
summer as part of the program of the National Society 


for Crippled Children and Adults. 
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Bestouwing Honors. Dr. Frank H. Green (center) is shown taking over 
the reins of the Indiana chapter from the retiring president, 
Dr. O. T. Scamahorn (right). Seated beside Dr. Green at the ban- 
quet table is Dr. Kenneth B. Babcock, director of the Joint Com- 
mission on Accreditation of Hospitals, who spoke on “The Purpose 
and Philosophy of the Joint Commission on Accreditation of 
Hospitals. 


New Hoosier Officers. At the helm of the Indiana chapter for the 
coming year are (left to right), Mr. Charles G. Dosch, executive 
secretary; Dr. Frank Green, the new president; Dr. James L. Lamey, 
vice president; and Dr. Norman R. Booher, president-clect. 
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News from the State Chapters 


More THAN 500 pocTors attended the seventh annual 
scientific session of the Indiana chapter in Indianapo- 
lis, April 13 and 14. During the meeting Dr. Frank H. 
Green of Rushville became president succeeding Dr, 
O. T. Scamahorn of Pittsboro. Dr. Norman R. Booher 
of Indianapolis, one of the ten founders of the Indiana 
chapter was named president-elect, to follow in office 
after Dr. Green. Dr. James Lamey of Anderson is the 
new vice president. (See cut of new officers.) Scientific 
lectures and refresher courses provided discussions on 
the Salk antipolio vaccine, diabetes, kidney infections, 
hypertension and baby care. Dr. F. R. Nicholas Car- 
ter, South Bend health officer, was one of the members 
on the Salk vaccine panel, and Dr. Kenneth B. Bab- 
cock of Chicago (see cué), director of the Joint Com- 
mission on Hospital Accreditation, spoke at the annual 
closing banquet which was held jointly with the In- 
dianapolis Medical Society. His address covered “The 
Purpose and Philosophy of the Joint Commission on 
Accreditation of Hospitals.” 

> The seventh annual scientific meeting of the Penn- 
sylvania chapter drew an attendance of more than 300 
registrants, an increase of 25 per cent over last year. 
New officers were elected at this mid-May meeting in 
Wernersville (see cué). Dr. Arthur Clateman was in- 
stalled as president, succeeding Dr. John Jacobs. Dr. 
Kenneth McPherson was named president-elect; Dr. 
Joseph Williams is the new vice president and Dr. 
Horace Eshbach is secretary-treasurer. Dr. Edwin Mat- 
lin was elected to the board of directors. 

Six outstanding scientific speakers—Dr. Harry 
Fisher of Pittsburgh, Dr. L. Maxwell Lockie of the 
University of Buffalo, Dr. Kenneth E. Appel and Dr. 
S. Leon Israel of the University of Pennsylvania, Dr. 
Harry Gold of Cornell University and Alfred C. Kin- 
sey, Ph.D., director of the Institute for Sex Research 
at Indiana University—presented the program. 

Honored guests at the meeting included Academy 
President John R. Fowler who was the banquet speak- 
er, Dr. George W. Hawk, president-elect of the Medi- 
cal Society of the State of Pennsylvania, and Mrs. 
Hawk; Dr. Dewey M. Roberts, president of the Illinois 
chapter; Dr. Garra L. Lester, president of the New 
York chapter; Mr. Eugene Foley, president of the Stu- 
dent General Practice Society of the University of 
Pennsylvania, and Mrs. Foley, as well as presidents of 
neighboring state chapters and seven past presidents 
of the Pennsylvania chapter. 

The meeting was planned under the direction of 
Dr. Clateman and Dr. Matlin, co-chairmen; Dr. Mor- 
gan D. Person, chairman of the scientific program; 
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New Officers Exchange New Ideas. Dr. Joseph Williams, Penn- 
syluania chapter’s new vice president (front row, left) looks on 
while the new president, Dr. Arthur Clateman (center) and Dr. 
Kenneth McPherson, president-elect, review plans for the coming 
year. Interest in plans ts shown by Dr. Horace Eshbach (back row, 
left), secretary-treasurer, and Dr. Edwin Matlin (right) on the 
chapter’s board of directors. 


Two Chapters Receive Charters. Two Pennsylvania counties, Mont- 
f gomery and Lawrence, received charters for new chapters at the 
‘ Pennsylvania chapter meeting in May. In the picture on the left, 
: Drs. James J. McShea and E. R. Place look on as Dr. John Jacobs 
: (second from right) outgoing president of the Pennsylvania chapter 


GP uly 1955 


An After-Meeting Chat. Pennsylvania President Arthur Clateman 
(front row left) meets with Guest Speaker Alfred C. Kinsey (center) 
for a friendly after-meeting chat. Joining in are Dr. Charles K. Rose 
(front right), a past chapter president; Dr. Moran Person (back 
left), program chairman, and Dr. John Jacobs, immediate past 
president. 


presents the charter to Dr. Wilbur Anders (far right), new president 
of the Montgomery County chapter. At the right, Dr. N. M. Mittica, 
secretary-treasurer of the new Lawrence County chapter, stands by 
as Dr. Jacobs (center), presents the charter to the new chapter’s 
president, Dr. Charles H. Whalen. 
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Blue Grass State Hospitality. Following the dinner meeting of the 

| Kentucky chapter in Louisville, chapter members and guests 
gathered for this picture. Seated, left to right, are Dr. Julian B. Cole, 
president-elect, Dr. H. Burl Mack, president, Dr. Garnett Sweeney, 
retiring president, Dr. Howard F. Root of Boston, Dr. Charles Bryant, 
chairman of the scientific program, and Dr. J. A. Bishop, president 
of the Jefferson County chapter. Standing, left to right, are Mr. 
Donald Cooley, Dr. Daryl Harvey, Mr. Dave Cleary, Dr. Marion 
Beard, Dr. Les Blakey, Dr. Wyatt Narvell, Dr. D. G. Miller, Jr. secretary- 
treasurer. 


Dr. Charles K. Rose, Jr., chairman of the social activ :- 
ties; and Dr. Eshbach, business manager (see cut). 
The Pennsylvania chapter has been asked to preset 
the last day and a half of the program for the General 
Practice Section at the annual state medical associa- 
tion meeting. 
> Dr. H. Burl Mack of Pewee Valley was installed as 
president of the Kentucky chapter at its meeting April 
19 for which some 686 doctors and guests registered. 
The Louisville meeting, held jointly with Kentucky’s 
fourth annual scientific seminar, was presided over by 
Dr. Garnett Sweeney, retiring president. Elected at 
the meeting were Dr. Julian B. Cole of Henderson, 
president-elect; Dr. C. Walker Air of Ludlow, vice 
president; and Dr. D. G. Miller, Jr., of Morgantown 
who was re-elected secretary-treasurer. Dr. Roy G. 
Wilson of Campbellsville, Dr. Arthur Goodman, Sr., 
Louisville, and Dr. Chris Jackson of Danville were 
elected to serve three-year terms on the board of direc- 
tors. Outstanding speakers at the meeting included 
Donald G. Cooley of Scarsdale, New York, magazine 
editor and writer, Dr. Howard F. Root who has lim- 
ited his practice largely to diabetes, and Dr. Perry 
Culver, both of Boston, Dr. William T. Fitts, Jr., of 
Philadelphia, Dr. Charles A. Hufnagel of Washington, 
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D. C., Dr. James O. Ritchey of Indianapolis and Dr. 
Bernard Weinstein of New Orleans. Among the scien- 
tific papers presented, four were given by Kentucky 
doctors: Drs. Marion Beard, Robert Lich, John Llewel- 
lyn and Herbert Clay, all of Louisville. Dr. Robert A. 
Davison of Memphis, head of the department of gen- 
eral practice at the University of Tennessee, gave a 
detailed talk on the new general practice 12-month 
course at the University. 

> The Maryland and Washington, D.C. chapters met 
jointly in Washington on May 26 for a one-day scien- 
tific session and luncheon. Moderator for the morning 
session was Dr. Maurice J. Kossow, president of the 
Washington chapter. Dr. Harper K. Hellems of Wayne 
University College of Medicine in Detroit, talked on 
“Management of Congestive Heart Failure” and Dr. 
William E. Barfield, of the Medical College of Georgia, 
gave a talk on “‘Office Gynecological Procedures.” Also 
addressing the group during the morning was Dr. 
D. M. Angevine, professor of pathology at the Uni- 
versity of Wisconsin Medical School. The afternoon 
session included talks on ‘“The Care of the Premature 
and the Normal Infant During the First Year” by Dr. 
Robert Frazier of the University of Iowa College of 
Medicine; on “Management of Diabetes Mellitus In- 


cluding the Use of Newer Insulin” by Dr. Howard F. 
Root of Boston and “The Diagnosis and Treatment of 
Cerebral Vascular Disease” by Dr. Clark H. Millikan 
of the University of Minnesota, Mayo Clinic. Dr. Mer- 
rill M. Cross, president of the Maryland chapter, mod- 
erated the afternoon session. Question and answer pe- 
riods followed both the morning and the afternoon 
sessions. 

A closed-circuit telecast in color was sponsored June 
2 jointly by the Maryland chapter and the postgradu- 
ate committee of the University of Maryland Medical 
Alumni. The four subjects presented were on Exper- 
mental Wound Shock; Survival Studies by Dr. Arlie 
R. Mansberger; Common Eye Diseases by Dr. John 
C. Ozazewski; Fungus Infections of the Skin by Dr. 
Harry M. Robinson, Jr., and Lesions of the Cervix by 
Dr. J. Mason Hundley. These were followed by two 
black and white discussions, also originating at the 
Baltimore University Hospital. One was on viruses by 
Dr. Theodore E. Woodward; the other on burns, by 
Dr. Harry C. Bowie. 
> The Louisiana chapter is planning its fall meeting 
which will begin October 13. The meeting is to include 
a golf tournament and a pistol shoot. Dr. J. C. Sanders 
is the chairman of the meeting and Mrs. Sanders is in 
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When a patient complains of morning fatigue and 


evening alertness, a diagnosis of hypometabolism 
should be considered. If, in addition, the patient 
has two or more of the following symptoms: cold 
intolerance, brittle nails, dry skin, lack of perspi- 
ration or menstrual difficulties, the diagnosis is 
probable. A slow pulse and a low awakening 
body temperature make the diagnosis even more 
secure. 


(Watson, B. A.: N. Y. State J. Med. 54: 2049, 1954.) 


My pometaboti States...R. hyrar r 


prepared exclusively from beef sources 
. provides whole gland medication 

at its best. Superior uniformity as- 

—s by chemical assay and biologi- 
test. 


i | morning fatigue... © 


i 


Standardized equivalent to Thyroid, U.S.P.; tablets 
of %, 1 and 2 grains. Bottles of 100 and 1000. 


\ THE ARMOUR LABORATORIES 


A DIVISION OF ARMOUR AND COMPANY  KANKAKEE, ILLINOIS 


GP Volume XII, Number 1 


4 
= 

ij 
| 

| ; 
| 

4 
H ~ 
; th 
Bi 
AW 
S 
HA An 
H —_ 
TH} 
evening alertness... 

PAREN 

: 


charge of ladies’ entertainment, which will include a 
brunch and style show. 

“Recent Advances in Medicine” was presented in 
symposium fashion recently by the Louisiana chapter 
at the Roosevelt Hotel in New Orleans. Guest partici- 
pants were Dr. Howard M. Trimpi, assistant professor 
of proctology at Temple University, Dr. William Li- 
kogg, associate professor medicine at Hahnemann Med- 
ical College, Dr. Joseph W. Howland, professor of radi- 
ation medicine at the University of Rochester School of 
Medicine and Dr. Edward Allen, clinical professor of 
obstetrics and gynecology at Rush Medical College. 
Morning and afternoon sessions were each followed 
with question and answer periods. 
> A highly successful meeting of the Harris County 
(Texas) chapter was held recently. Special guests were 
Dr. Jack Mayfield, chief of staff of St. Luke’s Hos- 
pital; Dr. L. J. Crozier, administrator of Herman Hos- 
pital ; and six new members. A talk on “Common Errors 
in Diagnosis and Treatment of Heart Disease” were 
given by Dr. Sidney Schnur, clinical professor of med- 
icine at both Baylor University College of Medicine and 
the University of Texas Postgraduate Schooi of Medi- 
cine. 

The Travis County (Texas) chapter held a dinner- 
meeting at which time Dr. D. E. Faubion, guest speak- 
er, gave a talk on “‘Newer Trends in Anesthesiology.” 
In accordance with chapter policy, members invited 
specialists to the meeting. Dr. G. W. Cleveland ofAustin 
gave a brief report on the status of legislation now 
pending in the state legislature which is of interest to 
organized medicine. He pointed out that exemption 
of malpractice insurance from the ‘Single Rating Law” 
appears at this time ready for favorable action. 

A one-day meeting was held recently by the Red 
River (Texas) chapter in Paris, Texas. Guest speakers 
included three doctors from the Southwestern Medical 
School at Dallas. They were Dr. William L. Burson 
who talked on anesthesia, Dr. George W. Dorman, 
who spoke on pediatric surgery and Dr. William T. 
Payne, whose topic was orthopedic surgery. Each lec- 
ture was closed with a question and answer session. 
Dr. James Wright of Clarksville, chapter president, 
presided over the meeting. 
> The Tulsa (Oklahoma) chapter had recently as its 
guest speaker Dr. A. Bernice Clark, chief of the Out- 
patient Department, Institute of Physical Medicine and 
Rehabilitation of the New York University-Bellevue 
Medical Center in New York. A dinner preceded the 
meeting at which time Dr. Clark spoke on “Physical 
Medicine and Rehabilitation from the Standpoint of the 
General Practitioner.” Dr. Earl M. Lusk, chapter presi- 
dent, gave a report on the Academy’s Assembly in Los 
Angeles. 
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OPENING AN OFFICE 


Since 1860 A. S. Aloe Company has seen three 
generations of physicians open new offices. We 
have helped thousands equip or re-equip offices. 
Today we are a national institution with 13 ship- 
ping points, and more than 200 representatives. 
We have a definite extended payment plan tai- 
lored for you alone. Added services, such as 
equipment check lists, office planning, and loca- 
tion service are yours for the asking. Write for 
complete information. 


A. 8S. Alee Company AND SUBSIDIARIES 
1831 Olive St. St. Louis 3, Mo. 
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specific 
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*Carotid Sinus Reflex 
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> The Florida chapter announced at its annual meet- 
ing the recent formation of the Pinellas County chap- 
ter. Officers of the new county group are Dr. E. B. 
Campbell, Sr., president; Dr. Everett M. Harrison of 
Clearwater, vice president ; and Dr. Robert M. Kilmark, 
secretary. Directors are Drs. Harry R. Cushman, 
Douglas W. Hood and Frank L. Prace. Dr. Peter 
Kersker will be in charge of public relations. 

New officers of the Florida chapter are Dr. Leo 
Wachtel, Jacksonville, president ; Dr. Leon S. Eisenman, 
Hialeah, vice president; and Dr. James B. Hodge, 
Tampa, secretary-treasurer. The election took place 
at the chapter’s business meeting at the close of the 
Florida Medical Association convention in St. Peters- 
burg. 
> Dr. Robert Myers, well-known Academy member 
who was a speaker at the 1954 Assembly in Cleveland, 
has been named “General Practitioner of the Year” by 
the Greater Kansas City Kansas and Missouri chapter. 
Dr. Myers is a charter member and the first president 
of the chapter—before he became a physician in 1936 
he was a clergyman. 

At this same meeting Dr. Richard R. Becker was 
installed as president, Dr. George V. Feist was named 
president-elect, Dr. E. C. Carrier, secretary; Dr. 


Harry Cohen, treasurer ; and Drs. Sidney O. Schroeder 
and Edward Holton to the executive committee. 

Dr. Charles Kimball, president of Midwest Research 
Institute, was a guest speaker. He reported that thie 
institute is doing some medical research in cooperation 
with a physician from the University of Kansas. The 
aim of the project is to measure the muscular strength 
of labor in childbirth. 

The value of tuberculin patch-testing of school chil- 
dren as a case finding method was highlighted at the 
April meeting of the St. Louis (Missouri) chapter. The 
educational program was aided by a roundtable dis- 
cussion and colored motion pictures of the program in 
actual operation. Demonstrations of individuals who 
have positive tuberculin patch test reactions were given. 
Dr. J. Arthur Myers of the University of Minnesota 
acted as moderator of the panel. All members of the 
medical profession were invited. 
> A talk on thyroid disease by Dr. Morris Dailey of 
San Francisco was given at a recent meeting of the 
Butte-Glenn (California) chapter. The meeting was 
attended by doctors representing nearly every com- 
munity north of Sacramento. At a later meeting, Dr. 
Francis Hodges discussed CPS from a Doctor’s View- 
point. 


w HEALTH 


PLEASURE 


Make Your Next Business Meeting or gg 


. .a successful combination of business, pleasure 
and healthful relaxation at this world-famous 
Spa Resort. American Plan accommodations for 

up to 500 guests. Ample 
meeting and exhibit 
space. Wonderful food, 
plus all sports and social 
activities, efficacious min- 
eral waters and baths. 
No distractions! For 
dates and bookings write 
Manager. 


THE ELMS HOTEL, Excelsior Springs, Mo 
Telephone - Excelsior Springs 1100 
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MOST MODERN 
Instrument for 


Measurement of 


BLOOD PRESSURE 


See the BURTON 
ALL-PURPOSE, POCKET SIZE 


MANOTE ST. 


300 mm Mercurial 
Leak-Proof Manometer 
with SEALED-IN Accuracy 


FREE TO DOCTORS! 


Let us send you “HOW WE DO IT” .. . technical information 
about this newest, most modern blood pressure instrument. 
No obligation. 


BURTON MANUFACTURING CO. 
11203 W. Pico Blvd. * Los Angeles 64, Calif. 
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The Los Angeles (California) chapter and the Gen- 
eral Practice Section of the Los Angeles Medical Asso- 
ciation conducted a joint all-day symposium on clinical 
medicine and surgery in the Hotel Statler in April. 
Guest speakers were Dr. Walter Alvarez of Chicago, 
who spoke on gastroenterology in the aged; Dr. Duane 
Carr of Memphis whose topic was chest injuries; Dr. 
Kenneth L. Roper of Chicago who spoke on eye in- 
juries; Dr. M. Hoffman of Montreal, whose address 
covered fluid and electrolyte balance; Dr. J. E. Beck of 
Detroit whose topic was pancreatic disease, and Dr. 
Guy A. Caldwell of New Orleans whose talk was on 
wrist and ankle injuries. The meeting closed with a re- 
ception in the Ballroom. 

The California chapter has chartered a new regional 
chapter—the Long Beach chapter—with Dr. Phillip 
Hansen as the new president. The charter was pre- 
sented April 14 by William W. Rogers of San Francisco, 
secretary of the California chapter, at the Lakewood 
Country Club. Mr. Rogers was introduced by Dr. Don- 
ald Thompson of El Monte, president of the Los An- 
geles chapter. Other officers of the new chapter are Dr. 
Edward Platz, vice president, and Dr. Gaylord L. 
Fisher, secretary. 
> The Illinois chapter now has its 45th regional chap- 


ter—the Chicago Central chapter. Dr. A. I. Doktorsky, 
chairman of the state’s Commission on Membership 
and Organization, presided over the installation-meet- 
ing at the Board of Director’s room at Mt. Sinai Hos- 
pital in Chicago. President-elect George Schwerin, of 
the state chapter assisted Dr. Doktorsky in welcoming 
the group. The new chapter, though instigated in the 
Mt. Sinai Hospital through the influence of a small 
group of general practitioners, is not limited to the hos- 
pital personnel but is intended to draw from all in- 
terested general practitioners in the area. 

The official journal of the Illinois chapter, The Family 
Physician, initiated a new feature series in its April is- 
sue. The series, titled, “Personally Yours,” spotlights a 
different officer or director of the chapter each month. 
A full page of biographic material and a photograph 
presents the background sketch. Dr. Dewey M. Roberts, 
president of the Illinois chapter, was the first to be 
featured in the series. 
> The Wisconsin chapter held its second annual one- 
day symposium in Madison on June 24. Scientific ses- 
sions were conducted throughout the day featuring such 
speakers as-Dr. Paul Pemberton of the University of 
Utah who spoke on ‘Managements of Fractures of the 
Extremities About the Joints” and Dr. Alex J. Steigman 
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First, hold tablet under the tongue 
5 minutes for sublingual absorption 
of quick-acting aludrine (Isopropyl 
arterenol). Then swallow for 4- 
hour, follow-through protection 
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favored asthma treatments 
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There’s an excellent chance your 
asthma patients will prefer fast act- 
ing, long-lasting convenient NEPHEN- 
ALIN tablets. Dose: One tablet as 
needed (up to 5 tablets a day). 
Bottles of 20 and 100. THos. LEEMING 
& Co., INc., New York 17, N. Y. 


Nephenalin 


PEDIATRIC 


2 ( 
we 


® Xylocaine Ointment (a new form of the 
widely accepted Xylocaine) is an unusually 
effective topical anesthetic free of irritating, 
sensitizing or toxic reactions. 


® Controls pain, itching and burning 
sensations. May also be applied 
prevent pain or discomfort during 
examination ond instrumentation. 


Available in a nonstaining, water 
~ goluble vehicle as 2.5% and 5% 
: Xylocaine base in collapsible tubes (5% 
qlso availab3e in wide-mouth jars) each 
containing 35 grams (approx. 1.25 ounces). 
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of Louisville, Ky., whose subject was “Diagnosis of 
Poliomyelitis.”” Dr. Milton L. Kuhs of Green Bay acted 
as moderator for the morning session and Dr. Samuel S. 
Sorkin of Evansville was moderator for the afternoon 
sessions. A planning team for the symposium included 
immediate past president Dr. C. G. Reznichek and ex- 
ecutive secretary Robert Dufour. 

At a recent dinner meeting of the Milwaukee (Wis- 
consin) chapter William Alan Richardson, who is editor 
of Medical Economics, gave an address on “How To Liq- 
uidate Your Poor Relations.” 
> In April the Oregon chapter took part in the 40th 
annual medical school alumni association meeting and 
the 21st series of Sommer Memorial Lectures. The 
three-day meeting was held in the University of Oregon 
Medical School. 
> A list of outstanding speakers presented the scientific 
program at the fifth annual meeting of the Virginia 
chapter held at Hotel Chamberlain in Old Point Com- 
fort, May 13-15. A panel discussion on May 14 featured 
Dr. Reno R. Porter of Richmond whose subject was 
“Use of Digitalis Preparations in Congestive Heart 
Failure.” Other scientific speakers were Dr. Kinloch 
Nelson also of Richmond, Dr. Garfield G. Duncan, of 
Philadelphia; Dr. Henry B. Mulholland, of Charlottes- 
ville; Dr. Robert C. Crawford of Roanoke; Dr. W. Cal- 
lier Salley of Norfolk ; Dr. Byrd S. Leavell, of Charlottes- 
ville; Dr. Joseph T. McFadden, of Norfolk; Dr. C. O. 
Barclay, Jr., of Portsmouth; Drs. Lester A. Wilson, Jr., 
William Parson, Julian R. Beckwith and Preston B. 
Lowrance all of Charlottesville; Dr. R. Earle Glendy of 
Roanoke ; Dr. Harrison F. Flippen of Philadelphia and 
Dr. Louis K. Alpert of Washington. 
> The third annual scientific meeting of the West 
Virginia chapter, which included election of officers, 
drew an attendance of some 350 doctors. Dr. Logan 
Hovis of Parkersburg will succeed Dr. T. Maxfield Bar- 
ber of Charleston as president next January. Alsoelected 
at the two-day meeting was Dr. Halvard Wanger of 
Shepherdstown, who will become president in 1957. 
Other new officers for 1956 are Dr. Don S. Benson of 
Moundsville, vice president, Dr. Seigle W. Parks of 
Fairmont, who was re-elected secretary and Dr. Myer 
Bogarad of Weirton, who was re-appointed treasurer. 
New directors of the board are Drs. J. Keith Pickens of 
Clarksburg, Jerome C. Arnett of Rowlesburg, Charles 
C. Leonard of Elkins and Earl Fisher of Gassaway. Drs. 
Samuel B. Souleyret of Cabin Creek and Thomas H. 
Blake of St. Albans are the new delegates to the Acad- 
emy. Dr. M. Edward Davis, chairman of the department 
of obstetrics and gynecology at the University of Chi- 
cago, gave his views on pregnant women and their rela- 
tion to the Salk polio vaccine shots. He said that “preg- 
nant women should be given priority along with first 
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PRESENTING OFFICIAL JEWELRY 
FOR MEMBERS OF THE AMERICAN 


ACADEMY OF GENERAL PRACTICE 


Official Cuff Links 


Handsome cuff links featuring the 
Academy seal. With attractive posi- 
tive-action hinged link furnished in 
matching quality precious metal. 


Official Recognition Pin 


The official seal of the Academy enhanced by 
blue and white enamel to identify you as an 
Academy member. 


Official Tie Chain Official Key 
Finest quality tie chain hand- The official key of the 
somely suspending the official Academy displaying the 
Academy seal. official seal. 


*Chapter President's Key 
Available to constituent chapters to honor their president. 


ADDITIONAL JEWELRY ITEMS ARE LISTED BELOW. 
ALL ARE CRESTED WITH THE OFFICIAL ACADEMY SEAL. 


Jewelry Puice List (All prices include 10% Federal Excise Tax): 


14K Gold Sterling 
Gold Filled Silver 
Lapel Pin $ 9.50 $ 6.00 $ 4.50 
Key 14.50 9.00 8.00 
Tie Chain 24.00 11.00 9.00 
Money Clip 29.00 13.00 12.00 
Tie Bor 20.00 11.00 10.00 
Cuff Links 26.00 11.00 10.00 
Ring—Stone 74.00 
Ring—Large Seal 68.00 Ronson Lighter 12.75 
Ring—Oak Leaf 34.00 RING SIZE CHART 
Ring—Small Seal 24.00 will be sent immediately 


*Chapter President's Key 39.00 on receipt of your order. 


To Order Official Jewelry 


List items desired on your prescription blank or letterhead and 
forward with your check in the correct amount to AMERICAN 
ACADEMY OF GENERAL PRACTICE, Broadway at 34th, Kansas 
City 11, Missouri. 


C.O.D. orders will carry a few cents additional postage. 
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and second graders for the first Salk polio vaccine 
shots.” The first day closed with a banquet and dance 
in the Daniel Boone Hotel for the doctors and their 
wives. 

> New officers of the Tennessee chapter who were 
elected in April and will take office next year include 
Dr. Spencer York Bell of Knoxville, president-elect and 
Dr. D. J. Johns of Nashville, secretary-treasurer. Dr. 
Bell will succeed Dr. S. Ogle Jones of Centerville who 
assumed the office of president at the April meeting in 
Chattanooga. Three members who will serve as vice 
presidents during 1956 are Dr. Ralph Cross of Johnson 
City, Dr. John Lindsey of Nashville and Dr. John Arm- 
strong of Somerville. 

> Addressing the annual dinner of the Minnesota 
chapter in Minneapolis on May 23 was Dr. A. Eustace 
Haydon, Emeritus Professor of Comparative Religion 
of the University of Chicago. Dr. Haydon, who is also 
a nationally-known author and lecturer, presented a 
thought-provoking talk on “Man’s Quest for Personal 
Fulfillment.” The banquet, held jointly between the 
Academy and the Minnesota State Medical Associa- 
tion, featured at its head table such distinguished guests 
as Dr. Elmer Hess of Erie, Pennsylvania, president of 
the American Medical Association; W. P. Steven, exec- 
utive editor of the Minneapolis Star and Wendell Weed, 
science writer of the Star; Dr. Robert Howard, and Dr. 
Maurice Visscher from the University of Minnesota; 
Mrs. Peter Rudie of Duluth, president of the Ladies’ 
Auxiliary to the Minnesota State Medical Association ; 
and Mr. Kenneth Holmquist, Blue Cross board chair- 
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STE ROSAN 


CREAM AND OINTMENT 
(brand of chlorquinaldol) 


.in'skin infections due to fungi and gram-positive organisms 


A new iodine-free oxyquinoline derivative, SteRosAN has shown favorable results 
in controlled comparison with other recognized anti-infective medications.* 
Of value in virtually all infections due to fungi and gram-positive cocci, STEROSAN 
is especially indicated in 

Dermatophytosis Folliculitis Furunculosis Impetigo contagiesa 
Im petiginized eczema Infected dermatitides Infected seborrhea Pyoderma Sycosis 
The bacteriostatic and fungistatic action of STEROSAN is not hampered by heavy 
bacterial concentration, pus or organic debris. Sensitization to STEROSAN has not 
been observed, and primary irritation has been seen only in rare instances. 


Seersnd of ehlorquinaldel) Cream and Ointment, tubes of 30 Gm. 
*Tronstein, A. J.: J. Invest. Dermat. 13:119, 1949. 


GEIGY PHARMACEUTICALS 
Gain) Division of Geigy Chemical Corporation 
220 Church Street, New York 13, N.Y. 56055 
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Ants in the Printers’ Plants 


HOWZ THAT AGAIN, JUDGE? 


Cuicaco (INS)—Superior Judge Gibson E. Gorman ruled to- 
day that test-tube babies are illegitimate if the husband of 
the husband of the mother is not the donor.—Seattle Post- 
Intelligencer. 


Miss Henriette Froedert, RN, director of the training center 
and formerly a resident here, will present the class, also the 
diplomas and the pans.—Leamington (Tenn.) Observer. 


JUNIOR BIRDMAN 


Tue 18-month-old baby boy tumbled out of a fourth floor widow 
and became a neighborhood center of attraction.—Coetati (Me.) 
County Register. 


Omana—Four children within a year is the new record for Dr. 
A. J. Lombardo, child specialist, and Mrs. Lombardo.— Chicago 
Tribune. 


JOINT ACTION 


ArTuuR left Monday for San Francisco. The main purpose of 
the trip was to attend a machinery auction. His wife, Hazel, 
who underwent a serious knee auction several months ago, is 


able to be up and around again.—Seaside (Calif.) News-Sentinel. 


COPENHAGEN JOB? 


For Sate—Hereford male cow, coming 2 yrs. old—Pike County 
Republican. 


PERMANENT BINDING FOR YOUR GP COPIES 


The desire to preserve the issues of GP for per- 
manent reference has brought an increasing number 
of inquiries from subscribers for advice as to where 
they can have this binding done. As a result of some 
extensive investigation, we feel that the most satis- 
factory and economical results can be obtained by 
selecting a capable bindery, specializing in this type 
of work, which will follow our specifications and 
produce an attractive, well-bound book, at a reason- 
able price. 


We are pleased to announce that PABS (Pub- 
lishers Authorized Binding Service), 308 West 
Randolph Street, Chicago 6, Illinois, has been 
selected as offering this type of service. They will 
bind six issues of any volume in the best grade of 
washable “GP Blue” buckram, with gold stamping 
on the spine and the subscriber's name in gold on 
the front cover. The cost is $3.60 per volume. Send 
the six issues to Chicago, express or parcel post pre- 
paid, with check or money order payable to PABS. 
The bound volume will be returned, transportation 
prepaid, by the bindery. 


SAD TALE 


At THe Hosprrats. Admitted: Gay Tufarolo, 107 Main. Dis- 
couraged: Mrs. Elizabeth Conklin, Holly Hill—Daytona Beach 
(Fla.) Evening News. 


GP Quiz Answers 


QUESTIONS APPEAR ON PAGES 124-126. 


Question No. Answer Issue 

1. (5) GP January, Page 57. 
2. (1) GP January, Page 61. 
3. (2) GP January, Page 87. 
4. (2) GP January, Page 70. 
5. (5) GP January, Page 116. 
6. (3) GP March, Page 83. 
7: (5) GP March, Page 106. 
8. (4) GP March, Page 114. 
9. (4) GP April, Page 98. 
10 (4) GP March, Page 116. 
1 (1) GP April, Page 55. 
12 (5) GP April, Page 56. 
13 (5) GP April, Page 59. 

14 (1) GP May, Page 57. 
15 (4) GP April, Page 68. 
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Question No Answer Issue 

16. (2) GP May, Page 54. 

17, (2) GP May, Page 65. 

18 (3) GP June, Page 83. 

19 (2) GP May, Page 93. 

20. (5) GP May, Page 120. 

21. (3) GP February, Page 94. 
22. (2) GP February, ‘‘Medigrams.’’ 
23. (1) GP February, Page 112. 
24. (4) GP June, Page 131. 
25. (4) GP February, Page 107. 
26. (5) GP February, Page 99. 
27. (2) GP March, Page 59. 
28. (3) GP June, Page 99. 

29. (J) GP June, Page 76. 

30. GP June, Page 68. 
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A special committee created by the Board of Trustees of the American Medical Association 
at the instruction of the AMA House of Delegates a year ago has finished an intensive 
study of the basic causes leading to certain unethical practices and to unfavorable pub- 
licity. The committee report was received by the Board of Trustees prior to the annual 
meeting in Atlantic City last month. In presenting to the House of Delegates a brief 
comment on the report, the Board of Trustees took the stand that the entire report was 
too controversial for wide dissemination and declined to make copies available to the 
delegates. This stand was sustained by the reference committee to which the Board of 
Trustees report was referred. In an unprecedented action, however, spearheaded by 
Dr. J. 8. DeTar, delegate from Michigan and president-elect of the Academy, the House 
of Delegates overruled both the Board of Trustees and the reference committee and ordered 
that the full report be made available to all delegates. 

GP is proud to present here the first published version’ of the major portion of the 
committee’s report. This epochal study and the conclusions of the committee are bound 
to be a prime source of discussion in medical circles for many months to come. In pub- 
lishing it we wish to take this opportunity to express commendations to the members of 
the committee for an extraordinarily courageous and able piece of work. They are: Dr. 
Stanley R. Truman, Chairman, past president of the Academy; Dr. J. S. DeTar, 
Dr. Felix L. Butte, Dr. James Q. Graves, Dr. Ernest E. Irons, Dr. Leland S. McKittrick 
and Dr. Walter L. 


The Planned Economy of Medical Practices 


INEQUITY OF SURGICAL FEES LEADS TO UNETHICAL PRACTICES 


There is general agreement among doctors that there 
are greater financial rewards for surgery than for 
medicine. 


The survey of physicians’ incomes prepared by the 
United States Department of Commerce, in collabora- 
tion with the Bureau of Medical Economics of the 
American Medical Association (1950 figures), gives in- 
come figures for medical specialties and surgical 
specialties. 

Internists, by far the largest group of strictly medi- 
cal specialists, have a median income of $10,944 a 
year. General surgeons, the largest group in the sur- 
gical specialties, have a median income of $15,389 
a year. And when a pediatrician ($10,695) compares 
himself to a neurosurgeon ($24,500), there is certain 
to be feeling. 

The attitudes of general practitioners cast an inter- 
esting light on this discrepancy in compensation. In 
the East, where surgical privileges in the hospital are 
difficult for a general man to obtain, the general prac- 
titioner and the internist talk alike. 

A general practitioner says: 

“Take a child with an appendix. You make the 
diagnosis, call the hospital, arrange for the admission, 
maybe for an ambulance, and you get five dollars. 
You refer the case to a surgeon who takes the appendix 
out in fifteen or twenty minutes, sees the child four or 
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five times afterwards, and gets $150. I think the differ- 
ential is too great.” 

An internist says: 

*T think it would be much easier to do four tonsil- 
lectomies and make $400 instead of doing one com- 
plete difficult diagnostic work-up for $25.” 

Whereas the West Coast general practitioner who, 
more often than not, has surgical privileges, says: 

*. .. it is a funny thing, but the surgical lectures 
were much better attended than the medical lectures 
were. Yeah, more GP’s seem to be interested in sur- 
gery because probably they think there are bigger 
fees in surgery—and maybe there are. It’s very, very 
difficult to take some strictly medical problem and 
conquer it and then get $250 or $350 for a fee.” 

Both surgeons and nonsurgeons agree that the sur- 
geon’s earning period may be shorter. Both agree that 
with some kinds of cases his day’s work may be more 
exhausting, both physically and emotionally. Yet the 
surgeons themselves are often uncomfortable about 
the discrepancy in fees. 

A general surgeon says: 

**You know, you feel terribly sorry, terribly sorry, 
when you always get the big fees and the attending man 
may only get an assistant’s fee—you sort of feel that’s 
inadequate for him. He may have made the diagnosis ; 
he may have done all the difficult work in getting the 
thing worked up. The surgeon comes in and lowers 
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the blade and removes the appendix and gets a $200 
fee ... I don’t think it’s entirely fair . . . | really don’t.” 
To summarize, there is general agreement among 
doctors that there are greater financial rewards for 
surgery than for medicine. Interestingly enough, there 
is considerable agreement about the reason for the 
discrepancy. The doctors interviewed suggested the 
psychologic factors involved with such clarity that 
very little interpretation needs to be added to their 
own words. 


Most doctors believe that patients are more impressed 
with surgical therapy than with diagnosis and medical 
therapy. 


A general practitioner said: 

**... such therapy doesn’t have the dramatic appeal 
of surgery, which, of course, still carries emotional 
connotations of magic, hoodoo, and so forth, which 
probably explains why surgery can command and get 
such high fees.” 

And the surgeon is conscious of the dramatic over- 
tones of his work: 

**. .. there is a certain element of the dramatic and 
the eminently satisfying, seeing the illness begin and 
suddenly be concluded by a simple maneuver. It’s 
very satisfying. It’s the science of therapeutics in its 
highest form, surgery. You do something that has a 
beginning and has an end and oftentimes the cure is 
readily demonstrated. And the patient, unfortunately, 
I think—it’s because of our popular education which 
has failed in that respect—thinks of the doctor as a 
man in white, the fellow who has a mask on his face 
...and drips from the elbows. And there is something 
about that which is very attractive to the doctor, too.” 
This is not to say that internists do not take great 
pride in what they feel to be the intellectual distinc- 
tion of their work: 

**,.. due to the way medicine has been in the past, 
with the history of the barbers and the blood-letters 
. . the populace is conditioned to either being tor- 
tured. in quotes, having blood let, or having something 
to show for what they pay for. After all, we sell them 
advice, diagnosis, and pills, and how to live. And it 
takes a particular type of intellect to be able to appre- 
ciate this as a superior service.” 

Likewise the general practitioner has his particular 
psychologic satisfactions: 

“I think the GP is the core of medicine; the whole 
of medicine is dependent on him and we as a class 
do not have “numbers” for patients. We have pa- 
tients. We are friends of our patients and they come 
to us with all their problems.” 

Yet both the internist and the general practitioner 
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feel that the surgeon has an advantage over them i: 
the matter of status with patients and financial reward. 


Because of the greater financial reward and th: 
higher status with the public, there is intense competition 
for surgical work. 


The intensity of the competition for surgical work 
is reflected in many ways. No one advises the young 
surgeon just to open his office and wait. Some doctors 
say the young surgical specialist should head for the 
smaller cities. Others say he should try for some kind 
of association or partnership with an established man. 
Others say he should perfect himself in one small part 
of his specialty and be a specialist within his spe- 
cialty—to give himself a competitive advantage. Some 
suggest that he find a part-time job in research or ina 
clinic. Everyone acknowledges that in most cities the 
young surgical specialist must use finesse, diplomacy, 
and careful self-promotion to wangle a hospital staff 
appointment. Many doctors blink at the fact that he 
may have to do a little general practice in spite of the 
restrictions of his board. 

A general surgeon says: 

“General surgeons are pretty easy to come by and 
in a community of this sort . . . the province of gen- 
eral surgery is pretty well covered. And for anybody 
to come in and say: Stop sending your surgical re- 
ferrals to the other surgeons with whom you are 
working and send them to me, would be pre- 
sumptious.”” 

A urologist says: 

“My field is generally overcrowded. I think it is 
also true of other surgical specialties. With more 
competition the income is much lower. It causes some 
of us to lie awake nights wondering how—maybe to 
get some union work, or some lodge work, and maybe 
some clinic work for contacts, teaching institutions—.” 

And the general practitioner who fights to keep his 
own surgical privileges observes the difficulties of the 
surgical specialist: 

Many fields are becoming overcrowded. There are 
too many surgeons with not enough to do and the GP 
is bona fide competition.” 

Another general practitioner says: 

"It’s a lot easier, I presume, to be a surgeon and 
pick up a $300 fee for an hour’s work, but you don’t 
just walk into two or three surgical cases a day. After 
you’ve been in practice twenty years you might, but 
you spend long lean years waiting for one a week. 
It isn’t all peaches and cream by any means.” 

These assumptions—which are more or less taken 
for granted—speak for themselves. We have found 
that little statistical work has been done to measure 
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the intensity of the competition or to prove the hard- 
ships that this competition entails for doctors doing 
surgery. But it seems to be accepted as common 
knowledge. 

One young surgeon made a survey (the results of 
which were published under the name of J. Ray 
Thomas, M.D., in GP, May, 1954) which bears out 
these assumptions. He sent questionnaires to a small 
group of young surgeons and from their responses 
concluded : 

“It seems to me .. . that most young surgeons are 
well capable of and would like to do at least 250-300 
major surgeries annually. This amount of surgery 
would justify the limiting of their practice, their long 
years of training, and would help to perfect their sur- 
gical judgment and technic. There are, however, only 
four (eleven per cent) of these doctors who reported 
doing more than 250 majors a year, and only seven 
(twenty per cent) who are doing more than 200. In 
fact, thirty-six per cent of this group of surgeons who 
are in their third to fifth full year of practice are doing 
less than 100 major operations a year. This must be 
interpreted as a poor batting average for medical 
productivity and utilization of available skilled sur- 
gical services.” 


The economic aspect of this competition is not now free 
and open but is at least partially regulated by (a) en- 
forced restrictions by specialty boards and by (b) rules 
in some hospitals which discriminate against general 
practitioners as a group. 


The rules and regulations, which were established 
by the specialty boards for the purpose of fostering 
high standards, have come to be regarded by many 
doctors as restrictive. At least the economic conse- 
quences of the attempt to enforce the limiting of a 
specialist’s practice are considered by many doctors 
to be an imposition. These doctors usually assume 
that the current policy of the Boards is to make 
examinations increasingly difficult in order to de- 
crease the number of surgical specialists. 

Thus the conflicts among doctors over who should 
do surgery are deadlocked partly because rules and 
customs enforcing a limiting of a surgeon’s practice 
are not acceptable to many surgeons. 

It is evident that the surgical specialist is handi- 
capped economically because he is arbitrarily cut off 
from the source of supply of his work. Some surgical 
boards frown upon his ever doing any work outside 
his specialty; and most of the surgical boards expect 
him to limit his practice during the difficult first years 
of his practice when he is in debt and has a growing 
family. 


GP july 1955 


A general surgeon said: 
‘And as they get out of their training and out of the 
army, they start . . . under the handicap of nothing to 
do . . . what might be called the routine stepboards 
(stepping stones) of medicine . . . they go either one of 
two ways: either they break the rules of their board 
qualifications and do other things or a few of them re- 
main Simon-pure and struggle very hard. Many of them 
are able . . . because of . . . independent incomes.” 

Another surgeon said: 

“(Building up a practice is] very much slower if the 
individual stays within his specialty . . . does not do— 
as so many do—non-surgical work in addition . . . I 
would say that very few actually stick with their spe- 
cialty although they claim to.” 

A urologist said: 

“In specialties one usually relies on other physicians 
to refer patients to them, whereas in general practice 
one relies on patients . . . The general practitioner is 
more independent professionally and financially than 
the specialist. The specialist wouldn’t dare speak his 
mind too often . . . one must be careful about his choice 
of words. It’s an uncomfortable situation.” 

The survey made by J. Ray Thomas, M.D., gives re- 
inforcement to what our interviewers were told. Those 
young surgeons who had been in practice less than 
three years had an average ratio of 24.2 office calls per 
surgical operation. Those who had been in practice 
five years had only 13 office calls per surgical opera- 
tion. 

The author concluces: ‘Although most of them 
would never admit it, for reasons of pride, prestige, 
specialty ratings, it is obvious that there is of necessity, 
not of choice, considerable general practice being 
carried on in many general surgeons’ offices.” 

The arbitrary freezing out of all general practitioners 
from the hospital, where this has occurred, also ap- 
pears to have intensified the conflict over surgery. 

A noncertified surgeon said: 

“I can still have full surgical privileges in any hospi- 
tal on an equal par with a member of the College only 
because I have been practicing long enough. If I were 
starting practice now I would be forced to join the 
College or take the American Board in order to do the 
type of work that I am now doing. I would have no 
choice. I feel that the restrictions on the doctor are 
growing. In general I don’t feel that it has meant any 
advancement in the practice of medicine from the 
standpoint of either the patients or the doctors.” 

A Board-certified man said: 

‘And I think there is altogether too much regula- 
tion—in assuming power and in trying to dictate to the 
various hospitals and to the various doctors what they 
should and should not do . . . I may be wrong on the 
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subject, but I just feel that a man who has received 
training and had a good education and has had good 
experience should be allowed to do what he thinks he 
is capable of unless he gets into trouble. Then he 
should be stepped on and not told because he isn’t a 
member of the Board of so-and-so that he can’t do 
certain types of cases.” 

In short, the surgical specialist is, to some degree, 
frozen out of the general practice of medicine, and the 
general practitioner is, to some degree, frozen out of the 
practice of surgery. Each group resents the freeze-out. 
And without treating the question further for the 
moment, it is evident that these two attempts at a 
“planned economy” for medicine have accomplished 
little to relieve the conflicts and dissension which sur- 
round the competition for surgical work. In fact, there 
are those who say that, whatever the noneconomic 
motives behind these restrictions, i.e., higher stand- 
ards, more intensive application to the complexities 
of one’s field, the end doesn’t justify the means. 

To sum up: There are greater financial rewards for 
surgery than for medicine. There is higher public status 
for the doctor who does surgery. There is more intense 
competition among doctors for surgical work. The economic 
aspects of this competition is not now really free and open, 
but is at least partially regulated by arbitrary restric- 
tions. 


All these factors combine to create a climate which 
encourages unethical practices. 


Interestingly enough, the discrepancy between medi- 
cal and surgical fees was recognized by organized 
medicine as a basic cause of unethical practices more 
than 40 years ago. The Judicial Council of the AMA, 
directed by the House of Delegates to investigate the 
secret division of fees, reported in June, 1913: 

“In the last twenty-five years surgery has developed 
to such an unprecedented degree compared with its 
former possibilities that it has entirely changed its 
relative position to other branches of medicine. Sur- 
gery, per se, compared with internal medicine today, as 
it appeals to the lay mind, is practically the difference 
between the abstract and the concrete. Surgery is con- 
crete service of a visible, definite kind, easily appre- 
ciated by the same average intelligence which fails to 
appreciate any abstract service however valuable. 

"The lay mind sees and appreciates it (surgery) and 
is therefore willing to pay for its performance as the 
only practical return that can be made for the blessings 
that it gives. 

**.. . The fees, therefore, of the physician have lagged 
behind those of the surgeon and the worldly rewards 
in internal medicine are not as great as those of sur- 
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gery. More than that, the rewards given to physician. 
are on the average given more grudgingly than to thc 
surgeon. The surgical fees are enormously greate) 
than they were twenty-five years ago; medical fec. 
still remain practically the same . . . Oftentimes. . . 
physicians giving their time, draining their person- 
alities, giving of all that is in them, find that the sense 
of obligation to reward them for their service dimin- 
ishes in direct ratio as a feeling of friendship from their 
patient increases, with the result that they cannot 
collect a fee for an honest, difficult, scientific diagnosis 
which results in the life-saving operation for their 
patient, while the surgeon who does the mechanical 
operation readily collects a relatively large fee. 

**... It is easy to understand, therefore, that under the 
strain of the struggle for existence, the physician, see- 
ing his more fortunate brother obtain relatively large 
fees for apparently easier work, should be filled with 
envy and his sense of moral obligation and his duty 
to his patients should suffer in consequence. On the 
other hand, taking into account the competition 
among the surgeons for opportunities to work, with a 
desire to increase their clientele and income, it is easy 
to understand how they have stifled their consciences 
and have yielded to the temptation to bid for the work 
of their wavering confreres . . . The younger surgeon, 
desiring to start, will make his bids to split his fees and 
will gain a bigger clientele and become more quickly 
established. Physicians unable to collect their fees will 
endeavor to throw the responsibility on the surgeon 
and obtain through him, as a partial collector from their 
clients, the moneys which they should collect for 
themselves directly from their patients. The result is 
demoralizing to them both. The patient is brought to 
the surgeon who will split off to the physician the 
greatest percentage of his fee irrespective of whether or 
not that surgeon is the best one to perform that opera- 
tion on that given patient. Furthermore, the tempta- 
tion soon arises to operate unnecessarily that the 
surgeon may have his fee and that the physician may 
obtain his share. From what at first seems but a harm- 
less endeavor tocollect part of uncollectable moneys due 
him for his work, the physician may find himself in the 
unhappy position of having degenerated into one who 
dishonestly is exploiting his patient for an unneces- 
sary operation .. .” 

In the intervening 41 years since this report was 
written, anyone who has talked with doctors about this 
problem has heard the same reasoning. No doctors in 
this present survey confided in the interviewers in so 
many words: I split fees with Dr. X because this is the 
only way we can get along. In fact, doctors spoke 
heatedly about their conviction that fee splitting is 
wrong. But almost no doctor failed to mention some 
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kind of justification for the fee splitter. And many doc- 
tors said they thought that fee splitting should be 
“legalized”. To read through some of their comments 
leaves the impression that they feel: Things being the 
way they are what can you do about it? 

A general practitioner said: 

The young doctor becomes a victim when he tries 
to establish himself in practice. The young surgeon 
who tries to set himself up in an area very soon finds 
himself without a referral reservoir unless he is will- 
ing to split the fees with the referring practitioner.” 

A radiologist said: 

*. . . the older doctors make no effort to take in 
younger doctors and so force them into fee splitting to 
make a living . .” 

A surgeon said: 

“There was a ghost surgeon here in town. . . he 
would split the fee right down the middle and . . . he 
did ghost surgery for many men. He was a darn good 
surgeon, too! I don’t know what happened to him. I 
suppose economics is the reason for it—the difficulty 
of making a living.” 

A general practitioner said: 

“I never engage in fee splitting myself, but I know 
it goes on and I can’t honestly say that there isn’t some 
justification for it . . . I can’t help but feel that some- 
thing must be worked out eventually to balance it out 
in an open and aboveboard manner.” 

Another general practitioner said: 

“A friend of mine, a young surgeon just out of 
training, told me not long ago that that was his situa- 
tion . . . Patients aren’t just standing in line waiting 
and it takes time to build up a following . . . The ideals 
get a bit tarnished or rubbed off when the economics 
of making a living for a wife and family hit you. So far 
as fee splitting is concerned, it’s always been with us, I 
went back to Canada last year and it was still going on 
there. It’s also going on here, and not necessarily the 
young surgeons, either. I know some chiefs of staff, 
top men and very competent surgeons, who have their 
little coterie of “boys” as they call them, with fee 
splitting arrangements between them.” 

An OB-Gyn man said: 

“A man of good training who can’t get hospital 
privileges . . . he may not desire to do it (ghost sur- 
gery) or be proud of it, but it may be the only way 
that he can use his skills.” 

A general surgeon said: 

“. .. itis simply a question that when a practice is so 
widespread, as it is at the present time, and there are 
so many young surgeons who have a tough time get- 
ting surgical cases, the economic factor overcomes the 
ethical factors . . 

An orthopedic surgeon said: 
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“Of course you can, if you want to, on the first 
day you open up your office have it full of patients. 
Or you can wait, day in, day out, for the patients to 
come in. In the long run, being honest pays off. 
But it’s tough in the initial stages.” 

Another general surgeon said: 

“I do feel this, that the economic factors are the 
strongest point. Where the young physicians are 
able to earn a living, that they are not strongly tempt- 
ed to develop this type of practice (unethical). They 
probably would not even think of it if they were able 
to earn a living.” 

Another surgeon said: 

“I feel that a G.P. who has had ample training to do 
hernias or appendices has just as much right to do 
them as has a member of the American College. I 
think the tendency toward forced restrictions is as 
much responsible for so-called fee splitting and 
poor medical ethics and medical relations as any- 
thing else. Or, if you want to put it a little differently, 
I think your American College of Surgeons probably, 
in an honest effort to raise standards, has done more 
to lower them than anything else by the creation of 
improper restrictions, by setting up standards that 
are too rigid as to who is qualified to do what.” 


The relief of these pressures should make it easier for 
more doctors to maintain higher ethics in their practices. 


Actually, none of the conditions which create a 
climate favorable to unethical practices are immutable. 
The Committee believes that all are susceptible of 
change, if medicine wants to make the effort. This 
is not to say that these conditions can be altered 
overnight or that changing them would automatically 
result in the elimination of all unethical practices. 
However, it is evident that the existence of these 
conditions creates pressures toward unethical prac- 
tices, and the relief of these pressures should make 
it easier for more doctors to maintain higher ethics 
in their practices. 

The greater financial rewards for surgery. 

The interviews with doctors show clearly that all 
fees are a matter of tradition and public acceptability. 
When asked how he set his fees, every doctor, no 
matter what his field of practice, said: ‘I asked around 
the community and found out what other doctors 
were charging.” If the interviev'er pressed the ques- 
tion further, they all admitted that they had no idea 
where the fees originally came from—and some of them 
were a little annoyed at being asked what seemed to 
them to be a foolish question! A tonsillectomy is 
worth $75 because that’s just what it’s worth! (The 
interviewers concluded that doctors display little 
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scientific curiosity on the origin and basis for their 
fee structure.) The exception to this lack of interest 
and curiosity comes to light where doctors doing one 
type of practice feel that their financial rewards are 
below those of some other group—the internists have 
given considerable thought to why the surgeons are 
better paid. 

Some indications of an approach to the problem 
have come to light. There is evidence, first of all, that 
the surgeon, who puts his price tag on only one part 
of his work, is underpaid for the rest of his time. His 
position is something like that of a housing contractor 
who charges for the building and throws in the 
services of the architect free. 

As one surgeon said: 

**... the actual time taken in operating by a 
surgeon is a small proportion of all the time that he 
spends with his patient ... surgeons spend 50% 
or 60% of their time rendering some kind of psychiat- 
ric treatment, so that even as highly specialized an 
individual as an orthopod, dealing with low back 
pains and sciatica, spends a good deal of time al- 
laying his patient’s undue fears and helping them in 
an emotional way ... Then as far as diagnosis is 
concerned, there is an old adage that a surgeon is just 
a good clinician who operates, and certainly another 
30% of his time is spent with the problems of clinical 
judgment and diagnosis and only a small proportion 
of his time is actually spent in the operating room 
performing the surgical feat that he is expected to do.” 

As one internist put it: 

“There are many general surgeons practicing $5 
internal medicine in their offices, anticipating re- 
couping their losses on the group of patients who can 
eventually be operated for a fee of several hundred 
dollars.” 

This device is known in the chain grocery store 
as the “loss-leader”—the item advertised and sold 
below cost to bring the traffic in. General practitioners 
who do surgery recognize that their medical practice 
is used to feed their surgical practice and frequently 
their surgical practice subsidizes their other work. 

A further indication of the one-sided way in which 
the surgeon measures his own worth is seen in the 
relative value scale produced by the American Asso- 
ciation for Thoracic Surgery. In this scale the 
thoracic surgeons have set up six basic factors which 
should be evaluated in determining a fee and assigned 
to each factor a maximum number of points. Each 
procedure is rated and points for each factor are 
assigned. Under this system, each point can be given 
a monetary value, and while fees may differ from 
community to community, the relative values of 
different procedures is standardized. The maximum 
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possible points for any one procedure is 77. Out of » 
possible 77 points, the maximum which can be al- 
lowed for preoperative work is 5. Preoperative work 
is defined as: ‘‘... proper or sufficient history and 
physical examinations and other studies indicated 
by the specific case; study and evaluation of medical 
reports, x-rays, electrocardiograms, laboratory studies, 
etc. It also includes the time spent in consultations 
with other physicians; discussion with patients and 
relatives regarding the proposed surgery; time spent 
in preparing reports and in making any necessary 
arrangements which may be required for the case.” 

In allowing five points for this enormous block of 
work, out of a possible 77, it would seem that the 
thoracic surgeons are selling themselves short—and 
by implication selling short all their colleagues whose 
practice of medicine is largely concentrated within 
this range of activity. 

Practically all the surgical specialists who were 
interviewed gave lip service only to the custom of en- 
forced restriction of practice. A sample of their re- 
marks shows that many of them resent—or ignore— 
the rules, written and unwritten, which keep them 
from being doctors first and specialists second. 

One said: 

“I did some general practice to get started. I hap- 
pened to be certified in general surgery, but you’ve 
got to build up a certain amount ... I don’t know 
about other specialists, but I feel a specialist must 
have that leeway until he takes care of his overhead.” 

Another Board-certified specialist said: 

“I can’t see if they’re limiting their general practice 
and still doing a majority of specialization—I still don’t 
think that is something against them if they do take 
a general case here and there .. .” 

A general surgeon said: 

They start out with high ethical ideas of the type 
of practice they’re going to do, and you soon find 
them taking care of all types of cases . . . it is difficult 
for them to meet the high ideals that the Boards set 
up for them. Some of them get very depressed about 
it—very bitter toward everything.” 

Another point of view: 

**... as doctors grow up in the world they should 
be given adequate opportunity to do surgery and the 
ones who emerge as specialists in surgery should be 
the ones who are qualified, rather than trying to take 
individuals immediately from the school and make 
them immediately highly qualified specialists .. . 
When their performance is adequate, then their 
certificates should be granted, and not the other way 
around. Then we would have mature men—mature 
enough in their fields and mature enough in medicine 
so they would not even dream of resorting to fee 
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splitting, because they wouldn’t need it badly enough 
to accede to it. This would lead to no necessity for 
harsh rules ... for committees... a “hatchet com- 
mittee” and no need for gestapo tactics in medicine 
... 1 think that under those circumstances, why, the 
tendency toward fee splitting which has grown so 
acute lately would be remarkably easy to manage.” - 

As for the argument that a man should devote his 
entire time to his specialty in order to master its com- 
plexities and keep abreast of new developments, this 
has been rather convincingly answered by those who. 
point out that the idle young surgeon is not neces- 
sarily spending his nonproductive time in studying. 
He is more likely to be doing his own bookkeeping or 
building his wife a kitchen cupboard because he 
can’t afford to hire these chores done. As one young 
surgical specialist said frankly: 

The first year in practice I lost $1,800, and the 
next year I broke even ... I spent those two years 
with photography as a hobby, to kill time between 
patients.” 


We Therefore Recommend: 


1. That a subcommittee oF the Medical Practices 
Committee be created to begin work on a relative value 
scale for the whole of the practice of medicine and 
surgery. Such a subcommittee could begin with the 
relative value scale produced by the Thoracic surgeons 
(the only group which, as far as we can determine, has 
produced such a scale) and develop and broaden this 
approach, calling in as consultants representatives of 
general practice and all the specialties, as well as using 
the services of such non-medical advisors as were 
needed, 

The scale which they would produce would be in 
points, not in dollars. It would be an indication for 
both doctors and the public of the proper relation be- 
tween fees for various medical and surgical services. 
Its existence would be of interest to underwriters of 
health insurance and to all organizations, both medical 
and non-medical, which are concerned with fee sched- 
ules. As it proved its usefulness and as more and more 
people became aware of it, the economic inequities 
which foster fee splitting would probably decrease. 

We are aware in making this recommendation that 
we may be suggesting either a rise in the over-all cost 
of medical care or a net reduction in that portion of 
the surgeon’s fee which covers his actual operating 
time. But the scale will not be a fee-schedule, and the 
dollar-value assigned to the points will determine 
whether the scale raises the total cost of medical care 
or changes the fees to provide more appropriate rec- 
ompense for medical work. 
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We Further Recommend: 


2. That a program of public education on the value 
of diagnostic and medical work be fostered by the 
AMA Public Relations Department to increase public 
appreciation of non-surgical work. 


We Also Recommend: 


3. That the AMA communicate to the specialty 
boards the findings of this survey, encouraging the 
boards to reappraise the value of their regulations re- 
strictive on the practice of those seeking or holding 
board certificates (with consideration of the removal 
of the restrictions in keeping with good medical prac- 
tice) ; 

4. And that the AMA continue to use its full in- 
fluence to discourage the arbitrary restrictions by hos- 
pitals against general practitioners as a group, regard- 
less of their qualifications as individuals. 


Closing Remarks: 


We can see little hope of curing fee splitting by 
superimposing more oaths, rules, restrictions, regula- 
tions, and inspections. The Columbus Plan has the 
advantage of providing the doctor who wants to stop 
fee splitting with the psychological support of a like- 
minded group and the negative incentive of avoiding 
exposure. A system by which the name of the operat- 
ing surgeon was made part of the data on the patient’s 
hospital bill would probably eliminate ghost surgery 
in cooperating hospitals. But there is a long human 
history of broken oaths and regulations, where law 
does not conform to the realities of a situation. 

The existence of a relative value scale, the encour- 
agement of higher fees for diagnostic and medical 
work, and the removal of enforced limitations on prac- 
tice would undoubtedly result in changes of the pat- 
terns of practice. Many doctors who are pleased with 
their practices as they are may prefer not to see 
changes. However, we have ascertained to our com- 
plete satisfaction that the financial inequities and the 
attempts to departmentalize medicine within rigid, 
artificial boundaries are basic causes of unethical prac- 
tice. It seems clear that there is a choice between the 
kind of underhanded subsidy of diagnostic and medi- 
cal work through fee splitting, and an open re-evalua- 
tion of fees. 

There is a choice between a divided profession with 
arbitrary unrealistic rules which many doctors sur- 
reptitiously evade, and a profession in which each man 
is free to find his own place without resorting to 
subterfuge. 
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